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Abstract: Background: Although eating difficulties are known to be common in children on the
autism spectrum, there is a lack of research on whether these behaviours persist or
change into adulthood. Emerging evidence suggests that autistic adults may
experience higher levels of disordered eating than the general population, indicating
the impact of autism on eating in this adult population warrants further exploration.
Method: This study interviewed 12 autistic adults about their eating habits, with a focus
on the continuing or changing presence of behaviours often seen in autistic children
such as sensory sensitivity or a preference for routines. Interviews were transcribed
and analysed using thematic analysis.
Results: Overall, participants suggested that autism did continue to impact their eating
into adulthood, particularly in the areas of sensory sensitivity, medical difficulties,
executive functioning difficulties, and rigidity, but that they had learned to adapt so that
these issues no longer represented a problem. However, a minority of participants did
feel that their autism had a negative effect on their eating, particularly those diagnosed
with eating disorders. Additionally, eating behaviours associated with autism were
identified as potentially contributing to having an unhealthy body weight.
Conclusions: Certain traits associated with autism, such as cognitive rigidity and
sensory sensitivity, could potentially continue to influence the eating behaviours of
autistic adults. These traits are typically experienced as differences which can be
adapted around and managed, rather than specific problems. However, these traits
can potentially contribute to difficulties such as disordered eating and weight gain, and
the implications of these should be explored by future research.
Order of Authors: Emma Kinnaird
Caroline Norton
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Catherine Stewart
Kate Tchanturia
Opposed Reviewers:
Response to Reviewers: Reviewer Comments
The main concern regarding the study is that in addition to being small, the sample
used in the study has a number of features that limit generalizability of results. First,
the majority of the sample is female (8 of 12 subjects), which is potentially problematic
given that autism is more common in males. Second, the sample was derived from a
previous study, in which participants responded to advertisements for a study focusing
on problematic eating in autism. The authors do address that this could lead to a self-
selected sample of individuals with autism who have eating difficulties, which may not
reflect the general population of those with autism. While it is appreciated that the
authors have included this point, it would also be good to address the
overrepresentation of women in the current sample as a limitation, as this also limits
generalizability.
Thank you for highlighting this limitation which we had not previously considered. We
have added in a sentence under “Limitations”: “The final study sample also had a
majority of female participants, whereas autism is a condition which predominantly
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affects men by a ratio of around 3:1 [47]. This could additionally limit generalisability to
the wider autistic population”.
Given the small sample size and that the sample used is not particularly suited for
generalization to a larger population of individuals with autism, some of the statements
regarding the study purpose and accomplishments extend beyond the scope of the
current study:
-In the abstract, the first sentence under “conclusions” states that “Certain traits
associated with autism….do continue to influence the eating behaviors of autistic
adults.” While the current study provides valuable information on the small sample
studied, and provides interesting avenues for future study, it does not lend itself to
making broad statements regarding overall eating behaviors in adults with autism. The
wording here should be adjusted to more appropriately reflect the scope of the
manuscript.
This sentence has been altered to read “Certain traits associated with autism, such as
cognitive rigidity and sensory sensitivity, could potentially continue to influence the
eating behaviours of autistic adults.”.
-Similarly, the last sentence of the introduction states that “…the aim of this study was
to explore the eating behaviors of autistic adults, and how far eating presents a
problem for this population.” Again, this greatly overstates the scope of the current
study, as the study is not designed to assess this. As stated, this suggests a much
larger-scale study assessing the frequency and nature of problematic eating behaviors
across a representative sample of adults with autism. This should be reframed to more
appropriately capture the goals and scope of the current study.
Thank you for highlighting this. The statement of our aims has been reframed as
follows: “Consequently, the aim of this study was to use qualitative methods to explore
whether autism may impact eating for some autistic individuals in adulthood, and how
far this is perceived by these individuals as a problem”.
Minor comments:
The flow and overall organization of the second paragraph in the introduction is
confusing; due to this, it is not clear what point the paragraph is intended to convey. It
is noted that children eat a more limited diet, but that previous studies suggest this
does not necessarily lead to insufficient nutrient intake. Then, however, nutrients which
have been found to be consumed at insufficient levels are listed, followed by the point
that his population is more likely to be obese due to increased carbohydrate
consumption. It is not clear how each of these ideas are intended to fit together, or
what the overall conclusion conveyed by the paragraph should be, so it would be
helpful to reorganize this, or adjust wording.
This paragraph has been restructured to try to convey that the limited diet my not
necessarily be associated to an insufficient overall nutrient intake: whilst children are at
risk of under-consuming specific nutrients, they may over-consume others (specifically
carbohydrates). “The nutritional impact of these restricted eating behaviours is less
clear. Whilst children on the spectrum eat a more limited diet, the findings of research
suggest that this does not necessarily lead to overall insufficient nutritional intake [15-
17]. Although these children may be at risk of under-consuming specific nutrients,
including calcium, fibre, folic acid, Vitamins A, D, and E [17-20], research suggests that
this population may also over-consume certain food types. For example, there is
evidence that children on the autistic spectrum may be at greater risk of having their
weight classified in the overweight or obese range, potentially due to eating a limited
diet of carbohydrate rich foods [21, 22]”.
The addition of the identity-first language, in response to a previous reviewer comment,
is fine, but doesn’t flow well as currently placed. It would also be helpful to define what
is meant by “identity first” in this context. Perhaps consider a slight re-wording and
placing that sentence in parentheses. For example: “(Please note that identity-first
language [e.g., autistic adults] will be used...). One study found that...”
This sentence has been reworded as follows. “(Please note that identity first language
(e.g. autistic adults) will be used to refer to this population. A study found that this style
is generally preferred by autistic adults, and identity first language was used by all
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participants in their interviews [24])”.
Additional Information:
Question Response
Financial Disclosure
Enter a financial disclosure statement that
describes the sources of funding for the
work included in this submission. Review
the submission guidelines for detailed
requirements. View published research
articles from PLOS ONE for specific
examples.
This statement is required for submission
and will appear in the published article if
the submission is accepted. Please make
sure it is accurate.
Unfunded studies
Enter: The author(s) received no specific
funding for this work.
Funded studies
Enter a statement with the following details:
Initials of the authors who received each
award
•
Grant numbers awarded to each author•
The full name of each funder•
URL of each funder website•
Did the sponsors or funders play any role in
the study design, data collection and
analysis, decision to publish, or preparation
of the manuscript?
•
NO - Include this sentence at the end of
your statement: The funders had no role in
study design, data collection and analysis,
decision to publish, or preparation of the
manuscript.
•
YES - Specify the role(s) played.•
* typeset
EK received PhD funding for this project through the Medical Research Council
Doctoral Training Partnership (MRC DTP) scheme (MR/N013700/1). KT would like to
acknowledge support from MRC and MRF Child and Young Adult Mental Health
(MR/R004595/1) and support by the Health Foundation, an independent charity
committed to bringing better health care for people in the UK. The funders had no role
in study design, data collection and analysis, decision to publish, or preparation of the
manuscript.
Competing Interests
Use the instructions below to enter a
competing interest statement for this
submission. On behalf of all authors,
disclose any competing interests that
could be perceived to bias this
work—acknowledging all financial support
and any other relevant financial or non-
financial competing interests.
The authors have declared that no competing interests exist.
Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation
This statement will appear in the
published article if the submission is
accepted. Please make sure it is
accurate. View published research articles
from PLOS ONE for specific examples.
NO authors have competing interests
Enter: The authors have declared that no
competing interests exist.
Authors with competing interests
Enter competing interest details beginning
with this statement:
I have read the journal's policy and the
authors of this manuscript have the following
competing interests: [insert competing
interests here]
* typeset
Ethics Statement
Enter an ethics statement for this
submission. This statement is required if
the study involved:
Human participants•
Human specimens or tissue•
Vertebrate animals or cephalopods•
Vertebrate embryos or tissues•
Field research•
Write "N/A" if the submission does not
require an ethics statement.
General guidance is provided below.
Consult the submission guidelines for
detailed instructions. Make sure that all
information entered here is included in the
Methods section of the manuscript.
The study received ethical approval from London-City and East Research Ethics
Committee and South London (18/ LO/0050). Informed consent was obtained in written
form.
Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation
Format for specific study types
Human Subject Research (involving human
participants and/or tissue)
Give the name of the institutional review
board or ethics committee that approved the
study
•
Include the approval number and/or a
statement indicating approval of this
research
•
Indicate the form of consent obtained
(written/oral) or the reason that consent was
not obtained (e.g. the data were analyzed
anonymously)
•
Animal Research (involving vertebrate
animals, embryos or tissues)
Provide the name of the Institutional Animal
Care and Use Committee (IACUC) or other
relevant ethics board that reviewed the
study protocol, and indicate whether they
approved this research or granted a formal
waiver of ethical approval
•
Include an approval number if one was
obtained
•
If the study involved non-human primates,
add additional details about animal welfare
and steps taken to ameliorate suffering
•
If anesthesia, euthanasia, or any kind of
animal sacrifice is part of the study, include
briefly which substances and/or methods
were applied
•
Field Research
Include the following details if this study
involves the collection of plant, animal, or
other materials from a natural setting:
Field permit number•
Name of the institution or relevant body that
granted permission
•
Data Availability
Authors are required to make all data
underlying the findings described fully
available, without restriction, and from the
time of publication. PLOS allows rare
exceptions to address legal and ethical
concerns. See the PLOS Data Policy and
FAQ for detailed information.
No - some restrictions will apply
Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation
A Data Availability Statement describing
where the data can be found is required at
submission. Your answers to this question
constitute the Data Availability Statement
and will be published in the article, if
accepted.
Important: Stating ‘data available on request
from the author’ is not sufficient. If your data
are only available upon request, select ‘No’ for
the first question and explain your exceptional
situation in the text box.
Do the authors confirm that all data
underlying the findings described in their
manuscript are fully available without
restriction?
Describe where the data may be found in
full sentences. If you are copying our
sample text, replace any instances of XXX
with the appropriate details.
If the data are held or will be held in a
public repository, include URLs,
accession numbers or DOIs. If this
information will only be available after
acceptance, indicate this by ticking the
box below. For example: All XXX files
are available from the XXX database
(accession number(s) XXX, XXX.).
•
If the data are all contained within the
manuscript and/or Supporting
Information files, enter the following:
All relevant data are within the
manuscript and its Supporting
Information files.
•
If neither of these applies but you are
able to provide details of access
elsewhere, with or without limitations,
please do so. For example:
Data cannot be shared publicly because
of [XXX]. Data are available from the
XXX Institutional Data Access / Ethics
Committee (contact via XXX) for
researchers who meet the criteria for
access to confidential data.
The data underlying the results
presented in the study are available
from (include the name of the third party
•
Data cannot be shared publicly as participants did not give consent fort their transcripts
to be shared in the public domain. Data are available from the South London and
Maudsley NHS Trust Ethics Committee and Clinical Governance Board (contact via
slam-ioppn.research@kcl.ac.uk) for researchers who meet the criteria for access to
confidential data.
Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation
and contact information or URL).
This text is appropriate if the data are
owned by a third party and authors do
not have permission to share the data.
•
* typeset
Additional data availability information:
Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation
Dear Dr. Tregellas, 
Thank you for the invitation to revise and resubmit our manuscript “Eating as an autistic adult: an 
exploratory qualitative study”. We are grateful to the reviewers for their helpful comments and clear 
suggestions for minor adjustments to the paper. We have revised the paper based on these 
comments, with responses to the reviewers detailed below in italics. We are submitting two copies 
of the manuscript as requested: one with track changes, and a plain copy. 
We hope that we have addressed the reviewers’ comments satisfactorily and we look forward to 
hearing from you. 
Yours sincerely, 
Emma Kinnaird & Prof. Kate Tchanturia 
 
Reviewer Comments 
The main concern regarding the study is that in addition to being small, the sample used in the study 
has a number of features that limit generalizability of results. First, the majority of the sample is 
female (8 of 12 subjects), which is potentially problematic given that autism is more common in 
males. Second, the sample was derived from a previous study, in which participants responded to 
advertisements for a study focusing on problematic eating in autism. The authors do address that 
this could lead to a self-selected sample of individuals with autism who have eating difficulties, 
which may not reflect the general population of those with autism. While it is appreciated that the 
authors have included this point, it would also be good to address the overrepresentation of women 
in the current sample as a limitation, as this also limits generalizability. 
Thank you for highlighting this limitation which we had not previously considered. We have added in 
a sentence under “Limitations”: “The final study sample also had a majority of female participants, 
whereas autism is a condition which predominantly affects men by a ratio of around 3:1 [47]. This 
could additionally limit generalisability to the wider autistic population”.  
 
Given the small sample size and that the sample used is not particularly suited for generalization to a 
larger population of individuals with autism, some of the statements regarding the study purpose 
and accomplishments extend beyond the scope of the current study: 
 
-In the abstract, the first sentence under “conclusions” states that “Certain traits associated with 
autism….do continue to influence the eating behaviors of autistic adults.” While the current study 
provides valuable information on the small sample studied, and provides interesting avenues for 
future study, it does not lend itself to making broad statements regarding overall eating behaviors in 
adults with autism. The wording here should be adjusted to more appropriately reflect the scope of 
the manuscript. 
 
This sentence has been altered to read “Certain traits associated with autism, such as cognitive 
rigidity and sensory sensitivity, could potentially continue to influence the eating behaviours of 
autistic adults.”.  
 
-Similarly, the last sentence of the introduction states that “…the aim of this study was to explore 
Cover Letter
the eating behaviors of autistic adults, and how far eating presents a problem for this population.” 
Again, this greatly overstates the scope of the current study, as the study is not designed to assess 
this. As stated, this suggests a much larger-scale study assessing the frequency and nature of 
problematic eating behaviors across a representative sample of adults with autism. This should be 
reframed to more appropriately capture the goals and scope of the current study. 
 
Thank you for highlighting this. The statement of our aims has been reframed as follows: 
“Consequently, the aim of this study was to use qualitative methods to explore whether autism may 
impact eating for some autistic individuals in adulthood, and how far this is perceived by these 
individuals as a problem”.  
 
Minor comments: 
The flow and overall organization of the second paragraph in the introduction is confusing; due to 
this, it is not clear what point the paragraph is intended to convey. It is noted that children eat a 
more limited diet, but that previous studies suggest this does not necessarily lead to insufficient 
nutrient intake. Then, however, nutrients which have been found to be consumed at insufficient 
levels are listed, followed by the point that his population is more likely to be obese due to increased 
carbohydrate consumption. It is not clear how each of these ideas are intended to fit together, or 
what the overall conclusion conveyed by the paragraph should be, so it would be helpful to 
reorganize this, or adjust wording. 
This paragraph has been restructured to try to convey that the limited diet my not necessarily be 
associated to an insufficient overall nutrient intake: whilst children are at risk of under-consuming 
specific nutrients, they may over-consume others (specifically carbohydrates). “The nutritional impact 
of these restricted eating behaviours is less clear. Whilst children on the spectrum eat a more limited 
diet, the findings of research suggest that this does not necessarily lead to overall insufficient 
nutritional intake [15-17]. Although these children may be at risk of under-consuming specific 
nutrients, including calcium, fibre, folic acid, Vitamins A, D, and E [17-20], research suggests that this 
population may also over-consume certain food types. For example, there is evidence that children 
on the autistic spectrum may be at greater risk of having their weight classified in the overweight or 
obese range, potentially due to eating a limited diet of carbohydrate rich foods [21, 22]”.  
 
The addition of the identity-first language, in response to a previous reviewer comment, is fine, but 
doesn’t flow well as currently placed. It would also be helpful to define what is meant by “identity 
first” in this context. Perhaps consider a slight re-wording and placing that sentence in parentheses. 
For example: “(Please note that identity-first language [e.g., autistic adults] will be used...). One 
study found that...” 
This sentence has been reworded as follows. “(Please note that identity first language (e.g. autistic 
adults) will be used to refer to this population. A study found that this style is generally preferred by 
autistic adults, and identity first language was used by all participants in their interviews [24])”.  
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Abstract 27 
Background: Although eating difficulties are known to be common in children on the autism 28 
spectrum, there is a lack of research on whether these behaviours persist or change into 29 
adulthood. Emerging evidence suggests that autistic adults may experience higher levels of 30 
disordered eating than the general population, indicating the impact of autism on eating in 31 
this adult population warrants further exploration. 32 
Method: This study interviewed 12 autistic adults about their eating habits, with a focus on 33 
the continuing or changing presence of behaviours often seen in autistic children such as 34 
sensory sensitivity or a preference for routines. Interviews were transcribed and analysed 35 
using thematic analysis. 36 
Results: Overall, participants suggested that autism did continue to impact their eating into 37 
adulthood, particularly in the areas of sensory sensitivity, medical difficulties, executive 38 
functioning difficulties, and rigidity, but that they had learned to adapt so that these issues no 39 
longer represented a problem. However, a minority of participants did feel that their autism 40 
had a negative effect on their eating, particularly those diagnosed with eating disorders. 41 
Additionally, eating behaviours associated with autism were identified as potentially 42 
contributing to having an unhealthy body weight.  43 
Conclusions: Certain traits associated with autism, such as cognitive rigidity and sensory 44 
sensitivity, could potentially continue to influence the eating behaviours of autistic adults. 45 
These traits are typically experienced as differences which can be adapted around and 46 
managed, rather than specific problems. However, these traits can potentially contribute to 47 
difficulties such as disordered eating and weight gain, and the implications of these should be 48 
explored by future research. 49 
 50 
 51 
 52 
 53 
 54 
 55 
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Introduction 56 
The link between selective eating and autism in children is well-established in the research 57 
literature [1-3]. Children on the autism spectrum are more likely to have a restricted diet, 58 
refusing more foods and eating a more limited food repertoire than their typically developing 59 
peers [4-6]. This selectivity appears to be motivated by a number of factors. Studies suggest 60 
that children who exhibit higher levels of sensory sensitivity are more likely to refuse foods 61 
on the basis of sensory qualities, including texture, temperature, taste and smell [7]. Atypical 62 
sensory processing is common in autism [8], and selective eating in autism is associated with 63 
sensory sensitivity [1, 4, 9, 10]. The preference for routine, and behavioural inflexibility, 64 
associated with autism may also cause problems with eating, making children reluctant to try 65 
new foods or leading to the development of specific mealtime routines [4, 9, 11]. Eating 66 
problems may also be driven by physical difficulties associated with autism, such as motor 67 
problems (including chewing, or using utensils) or gastrointestinal symptoms [2, 12, 13]. 68 
Furthermore, the diets of children on the autistic spectrum may be deliberately restricted by 69 
parents- for example, gluten- or casein-free diets- with the goal of improving gastro-intestinal 70 
symptoms, or changing behaviour [14].  71 
The nutritional impact of these restricted eating behaviours is less clear. Whilst children on 72 
the spectrum eat a more limited diet, the findings of research suggest that this does not 73 
necessarily lead to overall insufficient nutritional intake [15-17]. Although these children 74 
may be at risk of under-consuming specific nutrients, including calcium, fibre, folic acid, 75 
Vitamins A, D, and E [17-20], research suggests that this population may also over-consume 76 
certain food types. For example, there is evidence that children on the autistic spectrum may 77 
be at greater risk of having their weight classified in the overweight or obese range, 78 
potentially due to eating a limited diet of carbohydrate rich foods [21, 22].  79 
However, there is comparatively less research on whether these eating behaviours associated 80 
with autism extend into adulthood [23]. (Please note that identity first language (e.g. autistic 81 
adults) will be used to refer to this population. A study found that this style is generally 82 
preferred by autistic adults, and identity first language was used by all participants in their 83 
interviews [24]). Investigating eating in autism beyond young childhood, one study found 84 
that food selectivity in autism, defined as only eating certain foods, was less pronounced in 85 
older children and adolescents compared to younger children, suggesting that this 86 
phenomenon may change as children get older [6]. However, research does suggest that some 87 
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of these eating behaviours do persist in autistic adults. Autistic adolescents and adults are 88 
more likely to be reluctant to try new foods and exhibit more food sensitivities compared to 89 
their neurotypical peers [25]. Similar behaviours were found in a study examining eating 90 
problems in autistic adults with intellectual disabilities [26]. This reflects research suggesting 91 
that autistic adults similarly experience atypical sensory processing, including impacting the 92 
ability to taste [27-30]. A recent questionnaire designed to measure eating problems in 93 
autistic adults based on a previous literature review (primarily using research on children) 94 
and author clinical experience identified a number of other difficulties that may be 95 
experienced by this population, including motor control, environmental aspects surrounding 96 
mealtimes including social pressures, difficulty judging hunger or satiety, routine-focused 97 
behaviours, and executive functioning problems [23, 31].  98 
The issue of whether eating problems persist into adulthood for autistic people is significant 99 
for two key reasons. Firstly, interventions or support developed to support people on the 100 
autistic spectrum with eating are primarily targeted at young children and their parents, and 101 
may not be appropriate for autistic adults. This is especially important as the food 102 
experiences of autistic adults are likely to be different to those of children: for example, 103 
adults are more likely to be expected to choose and prepare their own food. This would make 104 
problems such as the refusal of food provided by other people less relevant, but may cause 105 
other difficulties, such as around the executive functioning skills required to plan, purchase 106 
and cook meals [32]. Secondly, atypical eating behaviours may have a negative impact on 107 
both physical and mental health: research suggests that autistic adults may be at a higher risk 108 
of being overweight [33]. Furthermore, research in the eating disorder (ED) field suggests 109 
that there may be an association between autism and EDs [34]. Consequently, the aim of this 110 
study was to use qualitative methods to explore whether autism may impact eating for some 111 
autistic individuals in adulthood, and how far this is perceived by these individuals as a 112 
problem. 113 
 114 
 115 
Method 116 
Participant recruitment 117 
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Participants who had previously responded to an online study entitled “Problematic Eating on 118 
the Autism Spectrum” and gave permission to be contacted regarding future research were 119 
invited to participate in the study. The online study had previously been advertised on social 120 
media (Twitter), and was open to both autistic and neurotypical adults with and without a 121 
history of eating problems. Participants were eligible if they were over 18, and if they self-122 
reported an autism diagnosis. Participants were excluded if they were not sufficiently fluent 123 
in English to participate in an interview. 124 
Procedure 125 
The study received ethical approval from London-City and East Research Ethics Committee 126 
and South London (18/ LO/0050). A total of 50 individuals were contacted, and a researcher 127 
explained the purpose of the study. 38 individuals did not respond or declined to take part, 128 
leaving a total sample of 12. All participants provided written informed consent. Interviews 129 
were conducted by over video conferencing (e.g. Skype), over the phone, or over instant 130 
messenger, depending on participant preference. The participants had no prior relationship 131 
with the interviewer but were made aware that the interviewer was neurotypical rather than 132 
autistic. Interviews were semi-structured, using a topic guide exploring eating behaviours and 133 
aspects of eating known to be atypical in autism, such as sensory sensitivity and selectivity. 134 
Participants were first asked to self-report demographic information, including their age, 135 
current weight and height, any history of an ED, and if they were experiencing any medical 136 
conditions impacting their eating. Participants were then asked questions exploring the role of 137 
autism in their eating, such as “Do you think that your autism affects your eating?” and 138 
“What would you like medical professionals to know about eating and autism?”. Participants 139 
with a current ED were additionally asked more targeted questions about their ED, including 140 
“How well do you feel that current understandings of your ED apply to you and your 141 
experiences?” and “How do you understanding ED recovery in the context of your autism?”. 142 
The interviewer was free to ask follow-up questions in response to topics raised by the 143 
participant. Each interview lasted between 20–45 minutes and was audio-recorded, with field 144 
notes made during each interview. No repeat interviews were carried out, and transcripts 145 
were not returned to participants. As this sample represented all eligible individuals who gave 146 
consent to participate from the initial online study, data saturation was not discussed. 147 
Analysis 148 
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The study is presented in line with Consolidated criteria for reporting qualitative studies 149 
(COREQ) guidelines [35]. Data was analysed using thematic analysis [36]. Transcripts were 150 
read and reread by authors EK and KT to ensure familiarisation. An initial set of codes were 151 
then produced by EK based on the content of the transcripts, evaluated  by KT, and applied to 152 
the data using NVivo 11 software. Coded data was then analysed to identify potential themes. 153 
These themes were then reviewed by EK and KT, evaluating how well they captured the 154 
coded data, and how far they reflected the entire data set. Responses to interview questions 155 
were highly heterogenous, reflecting the diversity of food experiences and attitudes endorsed 156 
by participants. However, within the responses, some unifying themes were identified: 157 
Autism and Eating, Impact, and Coping and Adapting. These were divided into sub-themes 158 
and are presented below.   159 
 160 
 161 
 162 
Results 163 
Participants 164 
The final sample consisted of 12 participants: 2 men, 8 women, and 2 participants who 165 
identified as non-binary. Demographic information is summarised in Table 1. Participants 166 
were a mean age of 38.50 years (SD= 13.87), with a mean body mass index (BMI) of 25.61 167 
(SD= 8.10). 2 participants did not report their exact weight and height, and instead reported 168 
their BMI category (e.g. underweight). 4 participants had a BMI defined as underweight, 2 169 
had a BMI in the normal range, 3 had a BMI defined in the overweight range, and 3 had a 170 
BMI defined as obese. 6 participants self-reported experiencing an ED in their lifetime (n= 4 171 
anorexia nervosa, AN; n= 1 bulimia nervosa; BN, n= 1 binge eating disorder; BED).  172 
 173 
Table 1: Participant demographic characteristics 174 
Participan
t 
Gende
r 
Age 
(years
) 
BMI 
Category 
Age of 
autism 
diagnosi
s (years) 
Medical 
conditions  
Eating 
disorder 
history 
1 Male 23 Overweight 4 Excoriation 
disorder, 
Binge 
eating 
7 
 
trichotillomania
, anxiety 
disorder 
(current, 3 
year 
duration) 
2 Female 46 Normal 
weight 
35  Anorexia 
nervosa 
(not 
formally 
diagnosed, 
recovered) 
3 Female 41 Normal 
weight 
37 Gluten 
intolerant 
 
4 Non-
binary 
39 Obese 38 Gastrointestinal 
problems 
 
5 Female 49 Overweight 48 Egg allergy, 
migraines 
 
6 Female 38 Obese 37 Anxiety, 
obsessive-
compulsive 
disorder, cleft 
palate 
 
7 Male 71 Obese 49   
8 Female 49 Overweight 41 Lactose 
intolerant, food 
allergies 
 
9 Female 19 Underweigh
t 
15 Anxiety, 
dysthymic 
disorder 
Bulimia 
nervosa 
(recovered
) 
10 Non-
binary 
31 Underweigh
t 
28 Bipolar 
disorder, post-
traumatic stress 
disorder, 
obsessive-
compulsive 
disorder 
Anorexia 
nervosa 
(current, 4 
year 
duration) 
11 Female 34 Underweigh
t 
28  Anorexia 
nervosa 
(current, 
24 year 
duration) 
12 Female 22 Underweigh
t 
20  Anorexia 
nervosa 
(current, 1 
year 
duration) 
 175 
Unifying Theme: Autism and Eating 176 
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While not all participants described having difficulties with eating, they did feel that autism 177 
had some kind of impact on their eating. All participants described a degree of selectivity 178 
around their eating and food choices: this included avoiding certain foods and eating from 179 
only a specific range of food or meals. Autism was also felt to impact their eating in other 180 
ways, including leading to difficulties with aspects such as cooking and eating in communal 181 
environments. A number of factors associated with participants’ autism were found to 182 
contribute towards these behaviours, which are presented below as sub-themes.  183 
Sub-theme: Medical Issues 184 
A number of participants described having medical problems which affected their eating, 185 
typically through motivating them to avoid certain foods or environments. The most common 186 
of these were food allergies, leading participants to avoid specific foods. Similarly, one 187 
participant who experienced migraines described avoiding certain foods to avoid triggering 188 
the condition. Two participants experienced gastrointestinal problems, which again led them 189 
to alter their diets by eliminating certain foods, or eating more of foods with a beneficial 190 
effect. A further two participants had difficulties with physical coordination, which led them 191 
to avoid communal eating environments due to difficulty using cutlery, or fear of social 192 
embarrassment. One participant felt that their mental health conditions and associated 193 
medication led them to eat less due to stomach discomfort, and one participant avoided 194 
communal, loud eating environments due to medical hearing problems making the experience 195 
unpleasant.  196 
Sub-theme: Sensitivity 197 
Participants described avoiding certain foods, or in one case seeking out specific foods, in 198 
order to manage their sensory input. For some, this was avoiding certain foods due to 199 
hypersensitivities to aspects like taste, texture, smell, and temperature. While some 200 
participants described this in terms of dislikes- “if the texture is off, that food can be just 201 
fantastic and I'll still loathe it” (Participant 4), for others this sensitivity was so extreme it 202 
caused pain, gagging, or a “meltdown” (Participant 9). While most participants described 203 
aversion to specific sensory experiences, such as certain textures, one participant actively 204 
used food to increase their sensory stimulation by actively seeking out strong flavours.   205 
Hypersensitivity to certain sensory stimuli also motivated participants to avoid or alter their 206 
eating environments. A common experience was avoiding loud environments due to 207 
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hypersensitivity to noise, which often led to participants avoiding communal eating areas 208 
such as restaurants or school dining halls:  209 
“I’d rather not eat in a loud restaurant or dining hall, or just anywhere where I can’t talk 210 
to people next to me or just have some peace and quiet… if I’m in an environment where 211 
there’s lots of background noise, I find it hard to filter out the background noise. And I 212 
think, because I’ve always been good at music, I’m very sensitive to variations in sound” 213 
(Participant 2).  214 
These environmental sensitivities meant that participants required a degree of control around 215 
their eating environments. Where this kind of control was not available, this sometimes led to 216 
avoiding eating in that environment completely:   217 
“I don’t like the smell sometimes that forks and knives have on them. So I will insist on 218 
clean cutlery, and if it smells peculiar I will send it back and get clean ones. And in fact 219 
sometimes mugs out of the dishwasher have that smell in them as well, and I don’t know 220 
what that smell is but it’s pungent. And so if it doesn’t smell just right I won’t eat out of it 221 
or on it” (Participant 5).  222 
Participants additionally felt that their eating behaviours were influenced by a difficulty in 223 
identifying internal sensations, or interoception- specifically, problems identifying if they 224 
were hungry or full. This was viewed by one participant as being closely related to stress 225 
levels, and was felt to contribute to under-eating- “it’s the immediate feeling of being full. 226 
You know, two bites and you’re full, that’s it. Even if you were a bit hungry, two bites and 227 
you’re done” (Participant 3).  228 
Sub-theme: Executive Functioning 229 
Difficulties with executive functioning also impacted some participants’ eating habits. 230 
Problems with aspects such as planning and memory made it difficult to acquire food, with 231 
participants describing issues with food shopping, cooking and food preparation, and 232 
ordering food. At worst, this led to not eating at all:  233 
“Planning and doing things in the right order can be a big barrier to accessing food. 234 
for example, I don't leave my room unless I have a visual mental plan of exactly what 235 
I'm going to get, where it is, and how I'm going to get it (often with a backup plan or 236 
two so that I don't panic if my first plan is disturbed), and if I don't come up with a 237 
satisfactory plan I just don't go at all. Doing things in the right order can be difficult if 238 
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anything isn't according to plan, like if I drop something or someone tries to talk to 239 
me - it's as if once I start executing a plan I enter a sort of autopilot mode, and the 240 
system gets lost if it's bumped off course. Oftentimes when that happens I quickly 241 
give up and pick something at random to get out as quickly as possible, and that can 242 
result in accidentally picking something sensory-bad” (Participant 9).  243 
Consequently, accessing food was viewed by some as requiring a large amount of mental 244 
energy and preparation. When participants were distracted or preoccupied by other things, 245 
such as stress, this limited the amount of mental energy they could devote to food and eating, 246 
again leading to not eating. This appeared to be linked to difficulties with interoception, or 247 
having the executive capacity to mentally register the sensation of hunger: “literally 248 
forgetting to eat because I just get too busy to, I don’t know, recognise the signals” 249 
(Participant 3).  250 
Sub-theme: Rigidity and Routines 251 
As well as avoiding certain foods, another key behaviour described by participants was that 252 
of eating similar foods repeatedly (described by Participant 10 as “samefooding”), or forming 253 
a specific routine around eating. This appeared to be related to the mental tendency towards 254 
rigidity and routines associated with autism: “you’re quite rigid, you’re quite kind of control 255 
orientated, you’re quite kind of perfectionist” (Participant 10).  256 
For a number of participants, food was viewed as a key aspect of life that they could control. 257 
This led to repetitive and routine-based eating habits, including a preference for familiar 258 
foods and an aversion to trying new things. However, the importance of these routines varied 259 
across participants: some described their routines as a preference which could be broken 260 
without distress, whereas others were more rigid in their behaviours. For one participant, this 261 
rigidity was in part motivated by a fixation on information and numbers. They described 262 
finding comfort in their BMI always being at the exact centre of the “healthy” spectrum, and 263 
always reading food labels: “I think I’m in control of everything simply because I’m in 264 
control of the facts, and I know exactly why I’m doing what I’m doing” (Participant 3).  265 
Rigid thinking patterns also contributed towards eating habits, in particular categorical 266 
thinking styles creating aversions towards certain foods. Several participants described 267 
having one bad experience with a specific food- for example it causing food poisoning- and 268 
not eating that food again: “The milk was sour at school once, and I wouldn’t drink milk for a 269 
long time after” (Participant 7). For a small number of participants, this rigidity manifested as 270 
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a compulsion towards meal completion, regardless of hunger. Alternatively, other 271 
participants felt their rigid thinking styles led them to restrict or avoid food. Trying to break 272 
these routines or rigid thought patterns was seen as requiring mental effort, “[It is] easier if I 273 
don’t have to think about something new to eat. If I know something is good, and that, you 274 
know, I’ll feel ok after eating it, then I’m likely to eat it again” (Participant 8).  275 
Unifying Theme: Impact 276 
Although all participants felt that autism influenced their eating to some degree, the impact 277 
they felt this had on their lives varied significantly across the sample. The majority of 278 
participants did not see their eating behaviours as a problem, but rather a part of their lives 279 
which could be managed. However, the participants who had experienced diagnosed EDs did 280 
identify the influence of autism on their eating as a significant issue. All participants 281 
interviewed in the sample felt that they were still able to get their nutritional needs from the 282 
food that they ate, or that they were able to manage any deficiencies with supplements.  283 
Sub-theme: Social 284 
Participants identified their behaviours around food as impacting how they behaved in social 285 
situations involving eating. This was particularly pronounced around communal eating 286 
spaces: firstly, an aversion to certain environments - such as the noise associated with 287 
communal spaces like restaurants- prevented or made participants reluctant to attend social 288 
events in these locations. Difficulties around eating in communal spaces was related to 289 
participants’ abilities to manage their routines and preferences around food, which was made 290 
more difficult in social situations. Eating with other people meant that they could not control 291 
or avoid experiences or behaviours that they found aversive: for example, if they found 292 
overeating distasteful they could not prevent other people overeating, leading to feelings of 293 
awkwardness or isolation: 294 
“How do people eat like that? I don’t get it. But I don’t want to eat like that so you 295 
know, I don’t feel inspired. I feel a bit repulsed actually, just sit back and observe in 296 
grotesque curiosity I suppose” (Participant 3).  297 
  Similarly, eating with other people meant that individuals could not always control or select 298 
the food being eaten, particularly in the case of family meals eaten at home. Where the food 299 
was not palatable or was particularly sensory aversive, participants described eating 300 
separately to their family.  301 
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As well as being highly aware and sensitive to the behaviours of people around them, some 302 
participants were concerned that the people around them would be similarly aware of their 303 
own behaviours. These described feeling self-conscious or embarrassed around their own 304 
eating habits or difficulties in front of others, leading them to eat alone or only with close 305 
acquaintances. For one participant, this aversion to eating in social situations was related to 306 
viewing eating food as a purely functional requirement, rather than a pleasurable experience:  307 
“When given the choice, I always prefer to eat alone rather than with people. Eating is 308 
not about "hanging out", it's about "putting food in my belly so it stops complaining". 309 
There's an element of social anxiety to that, what if I spill food on my shirt… I am 310 
self-conscious about the things I am because they're things I would be self-conscious 311 
about if someone did them around me” (Participant 4).  312 
However, the majority of other participants described still finding enjoyment in eating with 313 
other people. Participants generally described preferring, and enjoying, eating with smaller 314 
social groups in quieter settings, and so did not experience avoiding busier social 315 
environments such as restaurants as a problem.    316 
Sub-theme: Weight and Eating Disorders 317 
Only 2 participants in the sample reported having a BMI in the defined “normal” weight 318 
range: all other participants were classified as being in either the under- (n=4) or the 319 
overweight/obese (n=6) range. All participants with a BMI in the underweight range either 320 
had a current ED diagnosis, or a history of EDs. The overweight participants did not identify 321 
their weight as a problem: only one participant, who had previously been overweight but lost 322 
weight, saw being overweight as a significant problem in their life. Apart from this 323 
participant and individuals with diagnosed EDs, no other participant felt that their eating 324 
behaviours caused any physical or health problems.  325 
Both individuals in both the under- and overweight ranges exhibited similar underlying 326 
behaviours, but with different effects. For example, both groups described experiencing 327 
rigidity around their eating. For those who were underweight this rigidity appeared to 328 
contribute towards restriction, or eating only low calorie foods, leading to weight loss. For 329 
those who were overweight, this rigidity and repetitiveness tended to be focused around high 330 
calorie foods, leading to weight gain:  331 
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“I think that sometimes I find that I’ve gotten into a rut with the same thing over and 332 
over, and if its something like- something high calorie like chocolate for instance, I 333 
struggled with that. Because I started eating it at a certain time of day and then I kept 334 
doing that for a long time and I was gaining weight and I noticed that I was 335 
constipated and I had to stop that habit. But it’s very easy for me to get into a habit” 336 
(Participant 8).  337 
Similarly, both groups described rigid thinking styles that alternatively contributed to under- 338 
or overeating. For some, previous experiences had led them to develop a strong compulsion 339 
towards completing meals, eating quickly, or over-eating, which they now found difficult to 340 
break. Where participants were exposed to certain behaviours or models around eating or 341 
body image around childhood, they found these persisted into adulthood and were difficult to 342 
break:  343 
“If you’re not taught how to eat well, and you know the sort of behaviours you see as 344 
a child is emotional comfort eating, I guarantee you that’s what my mum does. Then 345 
that’s the sort of thing you’re exposed to,  you know, having a bowl of cereal sized for 346 
six people before you go to bed sort of thing, or you know, asking for a bowl of ice 347 
cream and you get the entire tub before you go to bed, just because somebody’s upset 348 
you you eat a candy bar. You know, that sort of thing, if that’s what you’ve been 349 
exposed to, which I was, then that, the sort of patterns that you assume” (Participant 350 
3).  351 
This participant further suggested that the rigid thinking styles associated with autism may 352 
make autistic people particularly vulnerable to these kind of environmental influences, 353 
especially in childhood:  354 
“We’re all so literal, and all these messages that are out there and all these skinny 355 
girls on Instagram- now it’s the bodybuilders on Instagram, you know, the fitness 356 
freaks on Instagram…  I think these things are all around us, I think we’ve got to 357 
think about them very clearly and carefully. Particularly when we’re thinking about 358 
how literal autistic people take these messages” (Participant 3).  359 
These experiences therefore led to the formation of certain attitudes or behaviours around 360 
food which, combined with the rigidity associated with autism, proved difficult to challenge. 361 
For some individuals, this led to under- or overeating, to the degree that their body weight 362 
was classified medically as unhealthy, or the development of EDs: 363 
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“Autistic people often  misuse “black and white thinking”, and I know that affects 364 
what and when I eat at home, because if I go to get a snack and my mom says it's too 365 
sugary or it's saved for something/someone else, I don't get a different snack, I just 366 
don't eat. I think that sort of thing contributed to my eating disorder at the start” 367 
(Participant 9).  368 
Across the sample, the participants who identified autism as having the biggest impact on 369 
their eating were typically those diagnosed with EDs, although the aspects of autism they felt 370 
influenced their eating (such as rigidity) were highly similar to those without EDs. Out of the 371 
12 participants interviewed, 6 reported having experienced an ED in their lifetime: 4 372 
participants had experienced AN, 1 had been treated for BN, and 1 was undergoing treatment 373 
for BED. The motivating behaviours underlying their symptoms were highly similar, and 374 
strongly overlap, with those seen with those contributing to under- and overeating, and 375 
subsequent weight loss or gain. For example, the participant with BED identified a strong 376 
compulsive element to their eating leading to overeating:  377 
“I definitely have a tendency towards completion that will cause me to finish a meal 378 
that I am not necessarily hungry to finish, and that may be one thing about it. There’s 379 
definitely a compulsive element to my eating a lot of times. I also think that, you 380 
know, there’s an impulsive element to my eating, and they both sort of come together 381 
to, you know, create binge episodes when they do occur” (Participant 1).  382 
Notably, participants with EDs did not typically describe their ED symptoms in terms of 383 
emotions, or as strongly influenced by body image. Rather, they strongly related their EDs to 384 
the impact of autism, including the role of thinking styles, or viewed it in a functional 385 
manner- for example, fulfilling their need for control. The participant with BED explicitly 386 
stated that they did not experience the negative emotions around food traditionally associated 387 
with binging: rather than binging to cope with negative emotions, they instead found their 388 
binging was impulsive and triggered by having access to food (Participant 1).  389 
 390 
Unifying Theme: Coping and Adapting 391 
The majority of participants described having difficulties with eating during their childhood. 392 
As they got older, they felt that they, and the people around them, had consciously worked to 393 
manage the influence of autism on their eating to the extent it no longer represented a 394 
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problem: although all participants felt autism still impacted their eating, they were able to 395 
manage and adapt around this impact. Consequently, most participants did not perceive the 396 
influence of autism on eating as difficult or problematic.  397 
Sub-theme: Progression from Childhood 398 
Participants generally described becoming more flexible around food as they became older, 399 
with one participant suggesting that their eating became more adventurous with “maturity and 400 
self-reflection” (Participant 1). Whilst some participants viewed this as happening gradually, 401 
without necessarily requiring conscious effort, others described this as an active process:  402 
“For a long time I would eat only foods I recognized. I worked pretty hard to 403 
overcome that… and I have learned to like the experience of trying a new thing, even 404 
if it may not be what I know… they've improved because I worked at them” 405 
(Participant 4).  406 
Specific changes included making an effort to try new foods, and therefore gradually 407 
reducing the associated anxiety associated with unfamiliar foods. Some participants felt that 408 
their eating improved from childhood due to support from their family in this process: one 409 
participant described how their parents used routines to help introduce new foods in a 410 
boundaried, safe way:  411 
“I was raised with a rule that if we ate out at a buffet I had to pick one food I'd never tried 412 
before, before I was allowed to eat whatever else I wanted; and if we ate at home, I had to 413 
eat everything that was given to me (I literally spent hours sitting with my dinner, 414 
especially if it was squash or asparagus) but I was allowed to ask for a "no-thank-you 415 
portion," which is smaller. So I feel like that habit helped me diversify my tastes and it 416 
definitely gave me courage to try new things” (Participant 9).  417 
By contrast, one participant felt that taking control of their own eating, separate to the habits 418 
they had been raised with as part of their family, was key to improving their eating habits and 419 
their attitude towards food. For this participant, self-education as an adult around diet and 420 
nutrition was key to this process:  421 
“I think not knowing that my body weight was actually linked to how much I put 422 
down my neck- no one ever told me that the two were linked together- was just a big 423 
issue as well. So I think this has been a lifelong thing for me. Never knowing that the 424 
two were related, never knowing it was something that I had at least some degree of 425 
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control, responsibility for. As a responsible adult. I think once I discovered that about 426 
five or six years ago and once I discovered that it was something that I could change 427 
and I did have some power over, then that was empowering in itself and that’s when I 428 
started to take some control over it” (Participant 3).  429 
Sub-theme: Coping as an Adult 430 
Participants commonly described one of the key ways they coped with the influence of 431 
autism on their eating as an adult as simply avoiding problem areas, and finding ways to cope 432 
around any potential difficulties. For example, one participant who ate a vegan diet due to 433 
their self-identified special interest in the environment and animals was careful to take food 434 
supplements and eat a balanced diet to ensure they received the necessary nutrition. 435 
Similarly, individuals who struggled to eat in restaurants would avoid these kind of locations, 436 
and where unavoidable would find ways to ameliorate this difficulty: for example, by asking 437 
their partner to order their food for them.  438 
One key area of difficulty which participants described finding ways to adapt around was that 439 
of cooking. Cooking was commonly described as a difficult task, either due to executive 440 
functioning difficulties or due to sensory aversion to touching or preparing certain foods. 441 
Some participants described managing this by predominantly eating in preferred restaurants 442 
(where restaurants were not an environmental aversion), or by eating pre-prepared meals. 443 
Others used only familiar recipes which represented less of an executive functioning burden. 444 
Individuals with families described difficulties cooking as they sometimes were unable to eat 445 
the same meal as the rest of their family. One participant managed this by cooking all meals 446 
at the weekend, enabling them and their family to individually choose from a selection of 447 
meals during the week. Significantly, in the case of cooking and meal planning for the week, 448 
participants described using their tendency towards routine-based behaviour as a strength: 449 
they found that planning meals ahead of time helped both with cooking and eating, “making 450 
meal plans helps, I think, because I then kind of have to - I don’t get into a panic about “oh, 451 
what should I eat”. I’ve kind of got it all sorted out before” (Participant 11).  452 
Sub-theme: Support from Others 453 
Participants also described support from family and friends as vital in managing their eating. 454 
This included having food prepared for them in a specific way, being encouraged to try new 455 
things, and being reminded to eat. Crucially, support was seen as most helpful where it 456 
respected their boundaries:  457 
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“They also know about my "nope" reflex. Some things just make me go "nope" and 458 
they don't chase me with them or ask me to try them anyway… We all abide by these 459 
boundaries and it helps tremendously” (Participant 3).  460 
Sub-theme: Medical Professionals 461 
The only participants who had ever discussed their eating with a medical professional were 462 
those who had sought treatment for EDs. Of those who sought treatment, they found the 463 
experience most beneficial when the impact of their autism on their eating was 464 
acknowledged, considered and respected: “My experiences, be they atypical, are still 465 
perceived as valid” (Participant 1). However, participants felt that this required a knowledge 466 
of autism and its potential influence on eating that medical professionals may not have:  467 
“I think it would be helpful if more professionals were aware of the sensory 468 
differences and the frequently-comorbid gastrointestinal issues that can make eating 469 
difficult for people with autism, as well as the samefooding phenomenon and other 470 
routines. Also, in general, they need to understand that meltdowns and sensory 471 
overload aren't tantrums or bad behaviour and can't be helped by treating them as such 472 
- especially with food, it's not as simple as being picky, it can range from unpleasant 473 
to uncomfortable to painful” (Participant 9).  474 
Participants both with and without EDs strongly felt that medical professionals needed to 475 
view the influence of autism on their eating as intrinsic, rather than as a choice. They also 476 
emphasised that their eating should not be unnecessarily pathologized or seen as an illness:  477 
“I think that would be the biggest thing I would want medical professionals to know, 478 
not necessarily for myself but for my youngest daughter. To know that there is a 479 
category of people who have these eating issues and they don’t actually have anything 480 
to do with the shape of their body. And to tell them that they need to change is wrong. 481 
It’s ethically wrong and it’s going to ethically fail, it’s going to cause these people 482 
more damage. It’s not the best way to go about things” (Participant 3).  483 
Where the individual was experiencing eating problems, participants felt that the best way to 484 
approach this would be using flexibility, and having knowledge of the difficulties commonly 485 
associated with autism and eating, whilst retaining awareness that different people will have 486 
different experiences.  487 
 488 
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Discussion 489 
To date, the majority of research on eating on the autism spectrum has focused on children 490 
[1]. The experiences of participants in this study generally suggest that their eating 491 
behaviours improved from childhood into adulthood, resonating with previous research 492 
suggesting improvements throughout childhood [6]. Participants indicated they now ate a 493 
broader range of foods, and experienced less distress around eating, to the extent that they did 494 
not feel that their eating behaviours were problematic or represented a particular difficulty. 495 
However, the influence of autism on eating was felt to persist into adulthood: contributing 496 
factors documented in this study included sensory sensitivity [27, 28], persisting routine-497 
based behaviours, and aversion to new foods. The key difference between childhood 498 
difficulties and adulthood differences suggested by this study was that participants had 499 
actively worked to cope with these core traits, either by deliberately challenging themselves 500 
(e.g. to try new foods), or through adaptation (e.g. avoiding sensory-aversive foods). This 501 
reflects research that the adaptive skills of autistic people improve into adulthood, 502 
particularly in the domain of daily living [37].  503 
However, adulthood did appear to raise new, life-stage specific difficulties surrounding 504 
eating. As participants in this study moved out of the childhood family environment and 505 
became more independent, this raised new problems- most notably, with cooking. Executive 506 
functioning difficulties are common in autism, and this study suggests that this may make 507 
cooking a difficult, off-putting task for some autistic people [32]. Ways of coping described 508 
in this study included using meal plans, becoming familiar and confident with specific 509 
recipes, using pre-prepared meals, and asking family to prepare food. The findings of this 510 
study suggest that some autistic adults may benefit from practical support with cooking- 511 
although there is a lack of research in this area, there is a suggestion that cooking skills may 512 
improve with structured instructions and information [38, 39]. A related issue raised by this 513 
study is that outside the structured environment of family mealtimes, some participants 514 
reported forgetting to eat. This was also linked to difficulties with interoception- specifically, 515 
detecting hunger or satiety, which is an area which is known to be atypical in autism [40]. 516 
Again, autistic people who experience these difficulties may benefit from structured meal 517 
plans to avoid reliance on hunger and satiety cues.  518 
A strong finding from this study was that participants felt that their eating behaviours should 519 
not be unnecessarily pathologized: whilst they viewed autism as impacting their eating, 520 
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participants had generally found ways to cope with this impact. For the majority of 521 
participants in this study, they viewed their eating habits as different, not problematic, and 522 
wanted medical professionals to sensitively acknowledge this difference rather than 523 
unnecessarily challenging their behaviours. Interventions or outside assistance was seen as 524 
most helpful where it helped participants adapt around their behaviours, or gradually explore 525 
them in a boundaried way, rather than aiming for fundamental change. However, in this 526 
wider context, half of participants had experienced problematic eating in the form of EDs. 527 
That participants in this study viewed their autism as contributing to their EDs resonates with 528 
previous research. There is a well-documented relationship between autism and AN: 529 
individuals with AN are more likely to be on the autistic spectrum compared to the general 530 
population [34, 41]. That this study suggests that autism may influence eating behaviours, 531 
and contribute to restriction, is in line with research on co-occurring autism and AN: a recent 532 
study interviewing autistic people with AN found that they strongly viewed autism as 533 
contributing to the disordered eating behaviours through the associated cognitive rigidity, 534 
sensory sensitivity, and executive functioning[42]. However, there is less research on autism 535 
and other EDs, particularly BED. That autism was perceived by participants in this study to 536 
be related to overeating suggests that there is a potential need for more research on autism 537 
and its relation to disordered eating behaviours beyond restriction.  538 
The need to explore the relationship between autism and eating behaviours beyond restriction 539 
is emphasised by the finding that the majority of participants in this sample had a BMI 540 
defined in the overweight range. There was a divergence in this study between the perception 541 
of the majority of autistic participants, who viewed their eating behaviours as having no 542 
significant negative effects on their health, and the fact that the majority of these participants 543 
also had a weight defined in an unhealthy range. Weight problems are not unique to autistic 544 
people: the World Health Organisation (WHO) estimates that 39% of adults are overweight, 545 
and 13% are obese [43]. However, research does suggest that both adults and children on the 546 
autism spectrum may be at higher risk of being overweight, with one study finding that as 547 
many as 34% of autistic adults may have weights in the obese range [33]. This suggests that 548 
autism may be linked to eating behaviours that lead to excessive energy intake [22, 44, 45]. 549 
The results of the present study suggest that the cognitive rigidity and routine-based 550 
behaviours associated with autism could contribute towards these eating behaviours: for 551 
example a compulsion towards completing meals, restricting one’s diet to high calorie foods 552 
only, or having routines around repeatedly eating high calorie foods. Furthermore, atypical 553 
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interoception could also add to these behaviours by making it difficult to identify satiety, 554 
leading to overeating [40].  555 
However, the issues raised in this present study may indicate that traditional medical 556 
approaches to managing weight, typically aimed at neurotypical people, may not be as 557 
effective for autistic people. Participants in this study commonly viewed the aspects of autism 558 
that contributed towards their eating behaviours, such as sensory sensitivity, as intrinsic and 559 
unchangeable. These aspects may hinder traditional weight loss approaches: for example, 560 
attempts to limit caloric intake may be limited if the individual’s diet is restricted to high 561 
calorie foods. Research into weight management programmes for children and youths on the 562 
autistic spectrum suggest that successful interventions involve individualisation, including 563 
tailoring of any dietary or behavioural recommendations to consider aspects such as sensory 564 
sensitivity [46]. However, further research is required for the adult population and in 565 
consultation with adults.  566 
Limitations 567 
This was a qualitative study intended to explore eating behaviours with autistic adults. 568 
Consequently, this study used a small sample size, and further research is required to 569 
establish whether these findings are generalisable to the wider autistic population. It is 570 
possible the recruitment approach- advertising the initial online study as exploring 571 
problematic eating in autism- may have led to a self-selecting sample already interested in 572 
autism and its potential contribution to eating problems. The final study sample also had a 573 
majority of female participants, whereas autism is a condition which predominantly affects 574 
men by a ratio of around 3:1 [47]. This could additionally limit generalisability to the wider 575 
autistic population. Furthermore, participant characteristics- including weight, autism 576 
diagnosis, and ED diagnosis, were all self-reported.  577 
Notably, all participants interviewed in this study were able to verbally communicate, and the 578 
eating behaviours and difficulties raised by this population may be qualitatively different to 579 
other autistic populations, such as those with intellectual disabilities. For example, no 580 
participants in this sample reported pica (the compulsive and repetitive consumption of 581 
inedible or non-nutritive items), despite pica being observed in autistic individuals with 582 
intellectual disabilities [48]. A further limitation of this study was that, whilst focusing on 583 
eating behaviours, it did not explore the closely related issue of exercise and physical activity. 584 
Whilst the findings of this study give insight in the potential eating behaviours that may 585 
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contribute towards excessive energy intake in autistic populations, research suggests that this 586 
may be exacerbated by autistic people being less physically active [49]. Further research into 587 
the heightened risk of being overweight in autistic people should explore exercise as a 588 
potential factor, as well as the eating behaviours raised in this current study.  589 
Future research and clinical recommendations 590 
Whilst the majority of participants in this study viewed the impact of their autism on their 591 
eating as a difference, some participants did feel that traits associated with their autism 592 
contributed towards difficulties with eating, including the development of EDs. That autistic 593 
adults may experience difficulties with their eating related to their autism is a topic currently 594 
under-explored in the research literature, and requires further attention. The majority of 595 
studies in this small research area have focused on the relationship between autism and 596 
restrictive eating in AN [34]; whereas the findings of this study suggest that traits associated 597 
with autism (e.g. cognitive rigidity and repetitive behaviour) can also contribute to over-598 
eating and weight gain.  599 
In particular, there is a need for further research on the implications of these findings for 600 
clinical practice. Where autistic adult presents to medical services with eating difficulties or 601 
problems with weight management, the experiences of participants in this study strongly 602 
suggest that clinicians need to explore the potential role of autism in these issues. This could 603 
include sensory sensitivity, routinic behaviour, or difficulties with executive functioning. At 604 
present, there is one self-report questionnaire aimed at assessing these kind of eating and 605 
mealtime difficulties in autistic adults: the SWedish Eating Assessment for Autism spectrum 606 
disorders (SWEAA) [31]. The SWEAA yields information on a number of areas, including 607 
interoceptive problems, difficulties with social eating, issues with physical coordination, and 608 
disordered eating behaviours. More research is required to understand how this kind of 609 
information could be incorporated into specialised dietary interventions for this population. 610 
Alternatively, a key finding from this current study was that some autistic adults experience 611 
issues like sensory sensitivity or routinic behaviour as a difference, rather than a difficulty. 612 
Therefore, although clinicians may identify the presence of these kind of behaviours, they 613 
will likely need to explore with the autistic individual to what extent these represent 614 
difficulties that require treatment, or whether the behaviour should be accepted by the 615 
clinician as a difference which the person is content to live with.  616 
Acknowledgements 617 
22 
 
The authors would like to thank the participants in this study for contributing their time and 618 
their experiences to this research. EK received PhD funding for this project through the 619 
Medical Research Council Doctoral Training Partnership (MRC DTP) scheme 620 
(MR/N013700/1). KT would like to acknowledge support from MRC and MRF Child and 621 
Young Adult Mental Health (MR/R004595/1) and support by the Health Foundation, an 622 
independent charity committed to bringing better health care for people in the UK. 623 
 624 
References 625 
1. Cermak SA, Curtin C, Bandini LG. Food Selectivity and Sensory Sensitivity in 626 
Children with Autism Spectrum Disorders. Journal of the American Dietetic Association. 627 
2010;110(2):238-46. doi: 10.1016/j.jada.2009.10.032. PubMed PMID: 628 
WOS:000276993700013. 629 
2. Vissoker RE, Latzer Y, Gal E. Eating and feeding problems and gastrointestinal 630 
dysfunction in Autism Spectrum Disorders. Research in Autism Spectrum Disorders. 631 
2015;12:10-21. doi: 10.1016/j.rasd.2014.12.010. PubMed PMID: WOS:000352925900002. 632 
3. Marshall J, Hill RJ, Ziviani J, Dodrill P. Features of feeding difficulty in children with 633 
Autism Spectrum Disorder. International Journal of Speech-Language Pathology. 634 
2014;16(2):151-8. doi: 10.3109/17549507.2013.808700. PubMed PMID: 635 
WOS:000333035000007. 636 
4. Schreck KA, Williams K, Smith AF. A Comparison of Eating Behaviors Between 637 
Children with and Without Autism. Journal of Autism and Developmental Disorders. 638 
2004;34(4):433-8. doi: 10.1023/b:jadd.0000037419.78531.86. 639 
5. Bandini LG, Anderson SE, Curtin C, Cermak S, Evans EW, Scampini R, et al. Food 640 
selectivity in children with autism spectrum disorders and typically developing children. The 641 
23 
 
Journal of pediatrics. 2010;157(2):259-64. Epub 04/01. doi: 10.1016/j.jpeds.2010.02.013. 642 
PubMed PMID: 20362301. 643 
6. Beighley JS, Matson JL, Rieske RD, Adams HL. Food selectivity in children with and 644 
without an autism spectrum disorder: Investigation of diagnosis and age. Research in 645 
Developmental Disabilities. 2013;34(10):3497-503. doi: 10.1016/j.ridd.2013.07.026. PubMed 646 
PMID: WOS:000324968500046. 647 
7. Smith AM, Roux S, Naidoo NT, Venter DJL. Food choices of tactile defensive 648 
children. Nutrition. 2005;21(1):14-9. doi: https://doi.org/10.1016/j.nut.2004.09.004. 649 
8. Ben-Sasson A, Hen L, Fluss R, Cermak SA, Engel-Yeger B, Gal E. A Meta-Analysis 650 
of Sensory Modulation Symptoms in Individuals with Autism Spectrum Disorders. Journal of 651 
Autism and Developmental Disorders. 2009;39(1):1-11. doi: 10.1007/s10803-008-0593-3. 652 
PubMed PMID: WOS:000261831800001. 653 
9. Williams PG, Dalrymple N, Neal J. Eating habits of children with autism. Pediatric 654 
Nursing. 2000;26(3):259-64. 655 
10. Schiffman SS. Influence of medications on taste and smell. World journal of 656 
otorhinolaryngology - head and neck surgery. 2018;4(1):84-91. doi: 657 
10.1016/j.wjorl.2018.02.005. PubMed PMID: 30035266. 658 
11. Klein U, Nowak AJ. Characteristics of patients with Autistic Disorder (AD) 659 
presenting for dental treatment: a survey and chart review. Special Care in Dentistry. 660 
1999;19(5):200-7. doi: doi:10.1111/j.1754-4505.1999.tb01386.x. 661 
12. McElhanon BO, McCracken C, Karpen S, Sharp WG. Gastrointestinal Symptoms in 662 
Autism Spectrum Disorder: A Meta-analysis. Pediatrics. 2014;133(5):872-83. doi: 663 
10.1542/peds.2013-3995. 664 
24 
 
13. Green D, Charman T, Pickles A, Chandler S, Loucas T, Simonoff E, et al. Impairment 665 
in movement skills of children with autistic spectrum disorders. Developmental Medicine & 666 
Child Neurology. 2009;51(4):311-6. doi: doi:10.1111/j.1469-8749.2008.03242.x. 667 
14. Dias EC, Rocha JS, Ferreira GB, Pena GD. Gluten-free and casein-free diet in autism 668 
spectrum disorder: a systematic review. Revista Cuidarte. 2018;9(1):2059-73. doi: 669 
10.15649/cuidarie.v9i1.485. PubMed PMID: WOS:000437491400010. 670 
15. Graf-Myles J, Farmer C, Thurm A, Royster C, Kahn P, Soskey L, et al. Dietary 671 
Adequacy of Children with Autism Compared with Controls and the Impact of Restricted 672 
Diet. Journal of Developmental and Behavioral Pediatrics. 2013;34(7):449-59. PubMed 673 
PMID: WOS:000330359000001. 674 
16. Schmitt L, Heiss CJ, Campbell EE. A Comparison of Nutrient Intake and Eating 675 
Behaviors of Boys With and Without Autism. Topics in clinical nutrition. 2008;23(1):23-31. 676 
17. Hyman SL, Stewart PA, Schmidt B, Cain U, Lemcke N, Foley JT, et al. Nutrient 677 
Intake From Food in Children With Autism. Pediatrics. 2012;130:S145-S53. doi: 678 
10.1542/peds.2012-0900L. PubMed PMID: WOS:000209485500012. 679 
18. Sharp WG, Postorino V, McCracken CE, Berry RC, Criado KK, Burrell TL, et al. 680 
Dietary Intake, Nutrient Status, and Growth Parameters in Children with Autism Spectrum 681 
Disorder and Severe Food Selectivity: An Electronic Medical Record Review. Journal of the 682 
Academy of Nutrition and Dietetics. 2018;118(10):1943-50. doi: 10.1016/j.jand.2018.05.005. 683 
PubMed PMID: WOS:000445432100012. 684 
19. Barnhill K, Gutierrez A, Ghossainy M, Marediya Z, Devlin M, Sachdev P, et al. 685 
Dietary status and nutrient intake of children with autism spectrum disorder: A case-control 686 
study. Research in Autism Spectrum Disorders. 2018;50:51-9. doi: 687 
10.1016/j.rasd.2018.03.002. PubMed PMID: WOS:000431095700006. 688 
25 
 
20. Mari-Bauset S, Llopis-Gonzalez A, Zazpe I, Mari-Sanchis A, Suarez-Varela MM. 689 
Comparison of nutritional status between children with autism spectrum disorder and 690 
typically developing children in the Mediterranean Region (Valencia, Spain). Autism. 691 
2017;21(3):310-22. doi: 10.1177/1362361316636976. PubMed PMID: 692 
WOS:000395575800006. 693 
21. Matheson BE, Douglas JM. Overweight and Obesity in Children with Autism 694 
Spectrum Disorder (ASD): a Critical Review Investigating the Etiology, Development, and 695 
Maintenance of this Relationship. Review Journal of Autism and Developmental Disorders. 696 
2017;4(2):142-56. doi: 10.1007/s40489-017-0103-7. PubMed PMID: 697 
WOS:000405827000004. 698 
22. Curtin C, E Anderson S, Must A, Bandini L. The prevalence of obesity in children 699 
with autism: A secondary data analysis using nationally representative data from the National 700 
Survey of Children's Health2010. 11 p. 701 
23. Rastam M. Eating disturbances in autism spectrum disorders with focus on adolescent 702 
and adult years. Clinical Neuropsychiatry. 2008;5(1):31-42. 703 
24. Kenny L, Hattersley C, Molins B, Buckley C, Povey C, Pellicano E. Which terms 704 
should be used to describe autism? Perspectives from the UK autism community. Autism. 705 
2016;20(4):442-62. doi: 10.1177/1362361315588200. PubMed PMID: 26134030. 706 
25. Kuschner ES, Eisenberg IW, Orionzi B, Simmons WK, Kenworthy L, Martin A, et al. 707 
A Preliminary Study of Self-Reported Food Selectivity in Adolescents and Young Adults 708 
with Autism Spectrum Disorder. Research in autism spectrum disorders. 2015;15-16:53-9. 709 
doi: 10.1016/j.rasd.2015.04.005. PubMed PMID: PMC4545503. 710 
26. Fodstad JC, Matson JL. A Comparison of Feeding and Mealtime Problems in Adults 711 
with Intellectual Disabilities with and Without Autism. Journal of Developmental and 712 
Physical Disabilities. 2008;20(6):541-50. doi: 10.1007/s10882-008-9116-6. 713 
26 
 
27. Tavassoli T, Baron-Cohen S. Taste Identification in Adults with Autism Spectrum 714 
Conditions. Journal of Autism and Developmental Disorders. 2012;42(7):1419-24. doi: 715 
10.1007/s10803-011-1377-8. 716 
28. Tavassoli T, Miller LJ, Schoen SA, Nielsen DM, Baron-Cohen S. Sensory over- 717 
responsivity in adults with autism spectrum conditions. Autism. 2014;18(4):428-32. doi: 718 
10.1177/1362361313477246. PubMed PMID: WOS:000334377400009. 719 
29. Crane L, Goddard L, Pring L. Sensory processing in adults with autism spectrum 720 
disorders. Autism. 2009;13(3):215-28. doi: 10.1177/1362361309103794. 721 
30. Kollndorfer K, Ohrenberger I, Schöpf V. Contraceptive Use Affects Overall Olfactory 722 
Performance: Investigation of Estradiol Dosage and Duration of Intake. PloS one. 723 
2016;11(12):e0167520-e. doi: 10.1371/journal.pone.0167520. PubMed PMID: 28002464. 724 
31. Karlsson L, Rastam M, Wentz E. The SWedish Eating Assessment for Autism 725 
spectrum disorders (SWEAA)-Validation of a self-report questionnaire targeting eating 726 
disturbances within the autism spectrum. Research in Developmental Disabilities. 727 
2013;34(7):2224-33. doi: 10.1016/j.ridd.2013.03.035. PubMed PMID: 728 
WOS:000319794600018. 729 
32. Wallace GL, Kenworthy L, Pugliese CE, Popal HS, White EI, Brodsky E, et al. Real-730 
World Executive Functions in Adults with Autism Spectrum Disorder: Profiles of 731 
Impairment and Associations with Adaptive Functioning and Co-morbid Anxiety and 732 
Depression. Journal of autism and developmental disorders. 2016;46(3):1071-83. doi: 733 
10.1007/s10803-015-2655-7. PubMed PMID: 26572659. 734 
33. Croen LA, Zerbo O, Qian YG, Massolo ML, Rich S, Sidney S, et al. The health status 735 
of adults on the autism spectrum. Autism. 2015;19(7):814-23. doi: 736 
10.1177/1362361315577517. PubMed PMID: WOS:000361769700006. 737 
27 
 
34. Westwood H, Tchanturia K. Autism Spectrum Disorder in Anorexia Nervosa: An 738 
Updated Literature Review. Current Psychiatry Reports. 2017;19(7). doi: 10.1007/s11920-739 
017-0791-9. PubMed PMID: WOS:000404382500006. 740 
35. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research 741 
(COREQ): a 32-item checklist for interviews and focus groups. International Journal for 742 
Quality in Health Care. 2007;19(6):349-57. doi: 10.1093/intqhc/mzm042. 743 
36. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in 744 
Psychology 745 
 2006;3(2):77-101. 746 
37. Magiati I, Tay XW, Howlin P. Cognitive, language, social and behavioural outcomes 747 
in adults with autism spectrum disorders: A systematic review of longitudinal follow-up 748 
studies in adulthood. Clinical Psychology Review. 2014;34(1):73-86. doi: 749 
10.1016/j.cpr.2013.11.002. PubMed PMID: WOS:000330752100006. 750 
38. Mechling LC, Gustafson M. Comparison of the Effects of Static Picture and Video 751 
Prompting on Completion of Cooking Related Tasks by Students with Moderate Intellectual 752 
Disabilities. Exceptionality. 2009;17(2):103-16. doi: 10.1080/09362830902805889. PubMed 753 
PMID: WOS:000270938800005. 754 
39. Mechling LC, Ayres KM, Foster AL, Bryant KJ. Comparing the Effects of 755 
Commercially Available and Custom-Made Video Prompting for Teaching Cooking Skills to 756 
High School Students With Autism. Remedial and Special Education. 2013;34(6):371-83. 757 
doi: 10.1177/0741932513494856. PubMed PMID: WOS:000326240500005. 758 
40. Garfinkel SN, Tiley C, O'Keeffe S, Harrison NA, Seth AK, Critchley HD. 759 
Discrepancies between dimensions of interoception in autism: Implications for emotion and 760 
anxiety. Biological Psychology. 2016;114:117-26. doi: 10.1016/j.biopsycho.2015.12.003. 761 
PubMed PMID: WOS:000368937900012. 762 
28 
 
41. Tchanturia K, Adamson J, Leppanen J, Westwood H. Characteristics of autism 763 
spectrum disorder in anorexia nervosa: A naturalistic study in an inpatient treatment 764 
programme. Autism. 2017:1362361317722431. Epub 2017/11/07. doi: 765 
10.1177/1362361317722431. PubMed PMID: 29105513. 766 
42. Kinnaird E, Norton C, Stewart C, Tchanturia K. Same behaviours, different reasons: 767 
what do patients with co-occurring anorexia and autism want from treatment? International 768 
Review of Psychiatry. 2019:1-10. doi: 10.1080/09540261.2018.1531831. 769 
43. World Health Organisation. Obesity and Overweight Fact Sheet: 770 
http://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight; 2018 [cited 2018]. 771 
44. Karjalainen L, Gillberg C, Rastam M, Wentz E. Eating disorders and eating pathology 772 
in young adult and adult patients with ESSENCE. Comprehensive Psychiatry. 2016;66:79-86. 773 
doi: 10.1016/j.comppsych.2015.12.009. PubMed PMID: WOS:000372760000012. 774 
45. Granich J, Lin A, Hunt A, Wray J, Dass A, Whitehouse AJO. Obesity and associated 775 
factors in youth with an autism spectrum disorder. Autism. 2016;20(8):916-26. doi: 776 
10.1177/1362361315616345. 777 
46. Healy S, Pacanowski C, Williams E. Weight management interventions for youth 778 
with autism spectrum disorder: a systematic review. International Journal of Obesity. 2018. 779 
47.       Loomes R, Hull L, Mandy W. What is the Male-to-Female Ratio in Autism Spectrum 780 
Disorder? A Systematic Review and Meta-Analysis. Journal of the American Academy of 781 
Child & Adolescent Psychiatry. 2017;56(5):466-474.  782 
48. Call NA, Simmons CA, Mevers JEL, Alvarez JP. Clinical Outcomes of Behavioral 783 
Treatments for Pica in Children with Developmental Disabilities. Journal of Autism and 784 
Developmental Disorders. 2015;45(7):2105-14. doi: 10.1007/s10803-015-2375-z. PubMed 785 
PMID: WOS:000356351800016. 786 
29 
 
49. Pan CY. Objectively measured physical activity between children with autism 787 
spectrum disorders and children without disabilities during inclusive recess settings in 788 
Taiwan. Journal of Autism and Developmental Disorders. 2008;38(7):1292-301. doi: 789 
10.1007/s10803-007-0518-6. PubMed PMID: WOS:000257935100009. 790 
 791 
1 
 
Full title: Eating as an autistic adult: an exploratory qualitative study 1 
Short title: Eating as an autistic adult 2 
Emma Kinnairda, Caroline Nortonb, Caroline Pimblettb, Catherine StewartabDr Kate Tchanturiaabc* 3 
a King’s College London, London, Institute of Psychiatry, 4 
Psychology and Neuroscience,  5 
Department of Psychological Medicine, UK 6 
b South London and Maudsley NHS Foundation Trust, 7 
London, UK 8 
c Illia State University, Tbilisi, Georgia 9 
*Corresponding author 10 
Corresponding author details: 11 
Dr Kate Tchanturia 12 
Section of Eating Disorders 13 
103 Denmark Hill 14 
London 15 
SE5 8AZ 16 
T: 0207 8480134 17 
F: 0207 8480182 18 
Kate.tchanturia@kcl.ac.uk 19 
 20 
 21 
 22 
 23 
 24 
 25 
 26 
Revised Manuscript with Track Changes
2 
 
Abstract 27 
Background: Although eating difficulties are known to be common in children on the autism 28 
spectrum, there is a lack of research on whether these behaviours persist or change into 29 
adulthood. Emerging evidence suggests that autistic adults may experience higher levels of 30 
disordered eating than the general population, indicating the impact of autism on eating in 31 
this adult population warrants further exploration. 32 
Method: This study interviewed 12 autistic adults about their eating habits, with a focus on 33 
the continuing or changing presence of behaviours often seen in autistic children such as 34 
sensory sensitivity or a preference for routines. Interviews were transcribed and analysed 35 
using thematic analysis. 36 
Results: Overall, participants suggested that autism did continue to impact their eating into 37 
adulthood, particularly in the areas of sensory sensitivity, medical difficulties, executive 38 
functioning difficulties, and rigidity, but that they had learned to adapt so that these issues no 39 
longer represented a problem. However, a minority of participants did feel that their autism 40 
had a negative effect on their eating, particularly those diagnosed with eating disorders. 41 
Additionally, eating behaviours associated with autism were identified as potentially 42 
contributing to having an unhealthy body weight.  43 
Conclusions: Certain traits associated with autism, such as cognitive rigidity and sensory 44 
sensitivity, do continue tocould potentially continue to influence the eating behaviours of 45 
autistic adults. These traits are typically experienced as differences which can be adapted 46 
around and managed, rather than specific problems. However, these traits can potentially 47 
contribute to difficulties such as disordered eating and weight gain, and the implications of 48 
these should be explored by future research. 49 
 50 
 51 
 52 
 53 
 54 
 55 
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Introduction 56 
The link between selective eating and autism in children is well-established in the research 57 
literature [1-3]. Children on the autism spectrum are more likely to have a restricted diet, 58 
refusing more foods and eating a more limited food repertoire than their typically developing 59 
peers [4-6]. This selectivity appears to be motivated by a number of factors. Studies suggest 60 
that children who exhibit higher levels of sensory sensitivity are more likely to refuse foods 61 
on the basis of sensory qualities, including texture, temperature, taste and smell [7]. Atypical 62 
sensory processing is common in autism [8], and selective eating in autism is associated with 63 
sensory sensitivity [1, 4, 9, 10]. The preference for routine, and behavioural inflexibility, 64 
associated with autism may also cause problems with eating, making children reluctant to try 65 
new foods or leading to the development of specific mealtime routines [4, 9, 11]. Eating 66 
problems may also be driven by physical difficulties associated with autism, such as motor 67 
problems (including chewing, or using utensils) or gastrointestinal symptoms [2, 12, 13]. 68 
Furthermore, the diets of children on the autistic spectrum may be deliberately restricted by 69 
parents- for example, gluten- or casein-free diets- with the goal of improving gastro-intestinal 70 
symptoms, or changing behaviour [14].  71 
The nutritional impact of these restricted eating behaviours is less clear. Whilst children on 72 
the spectrum eat a more limited diet, the findings of research suggest that this does not 73 
necessarily lead to overall insufficient nutritional intake [15-17]. Although these children 74 
may be at risk of under-consuming specific nutrients, including calcium, fibre, folic acid, 75 
Vitamins A, D, and E [17-20], research suggests that this population may also over-consume 76 
certain food types. For example, Nutrients which have been found in studies to be consumed 77 
at insufficient levels include calcium, fibre, folic acid, Vitamins A, D, and E [17-20]. 78 
Moreover, there is evidence that children on the autistic spectrum may be at greater risk of 79 
having their weight classified in the overweight or obese range, potentially due to eating a 80 
limited diet of carbohydrate rich foods [21, 22].  81 
However, there is comparatively less research on whether these eating behaviours associated 82 
with autism extend into adulthood [23]. (Please note that identity first language (e.g. autistic 83 
adults) will be used to refer to this population. A study found that this style is generally 84 
preferred by autistic adults, and identity first language was used by Identity first language 85 
will be used here given its increasing prominence in the autistic community and its use by all 86 
participants in their interviews [24]). One studyInvestigating eating in autism beyond young 87 
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childhood, one study found that food selectivity in autism, defined as only eating certain 88 
foods, was less pronounced in older children and adolescents compared to younger children, 89 
suggesting that this phenomenon may change as children get older [6]. However, research 90 
does suggest that some of these eating behaviours do persist in autistic adults. Autistic 91 
adolescents and adults are more likely to be reluctant to try new foods and exhibit more food 92 
sensitivities compared to their neurotypical peers [25]. Similar behaviours were found in a 93 
study examining eating problems in autistic adults with intellectual disabilities [26]. This 94 
reflects research suggesting that autistic adults similarly experience atypical sensory 95 
processing, including impacting the ability to taste [27-30]. A recent questionnaire designed 96 
to measure eating problems in autistic adults based on a previous literature review (primarily 97 
using research on children) and author clinical experience identified a number of other 98 
difficulties that may be experienced by this population, including motor control, 99 
environmental aspects surrounding mealtimes including social pressures, difficulty judging 100 
hunger or satiety, routine-focused behaviours, and executive functioning problems [23, 31].  101 
The issue of whether eating problems persist into adulthood for autistic people is significant 102 
for two key reasons. Firstly, interventions or support developed to support people on the 103 
autistic spectrum with eating are primarily targeted at young children and their parents, and 104 
may not be appropriate for autistic adults. This is especially important as the food 105 
experiences of autistic adults are likely to be different to those of children: for example, 106 
adults are more likely to be expected to choose and prepare their own food. This would make 107 
problems such as the refusal of food provided by other people less relevant, but may cause 108 
other difficulties, such as around the executive functioning skills required to plan, purchase 109 
and cook meals [32]. Secondly, atypical eating behaviours may have a negative impact on 110 
both physical and mental health: research suggests that autistic adults may be at a higher risk 111 
of being overweight [33]. Furthermore, research in the eating disorder (ED) field suggests 112 
that there may be an association between autism and EDs [34]. Consequently, the aim of this 113 
study was to explore use qualitative methods to explore whether autism may impact eating 114 
for some autistic individuals in adulthood, and how far this is perceived by these individuals 115 
as a problem. 116 
the eating behaviours of autistic adults, and how far eating presents a problem for this 117 
population. 118 
 119 
5 
 
 120 
Method 121 
Participant recruitment 122 
Participants who had previously responded to an online study entitled “Problematic Eating on 123 
the Autism Spectrum” and gave permission to be contacted regarding future research were 124 
invited to participate in the study. The online study had previously been advertised on social 125 
media (Twitter), and was open to both autistic and neurotypical adults with and without a 126 
history of eating problems. Participants were eligible if they were over 18, and if they self-127 
reported an autism diagnosis. Participants were excluded if they were not sufficiently fluent 128 
in English to participate in an interview. 129 
Procedure 130 
The study received ethical approval from London-City and East Research Ethics Committee 131 
and South London (18/ LO/0050). A total of 50 individuals were contacted, and a researcher 132 
explained the purpose of the study. 38 individuals did not respond or declined to take part, 133 
leaving a total sample of 12. All participants provided written informed consent. Interviews 134 
were conducted by over video conferencing (e.g. Skype), over the phone, or over instant 135 
messenger, depending on participant preference. The participants had no prior relationship 136 
with the interviewer but were made aware that the interviewer was neurotypical rather than 137 
autistic. Interviews were semi-structured, using a topic guide exploring eating behaviours and 138 
aspects of eating known to be atypical in autism, such as sensory sensitivity and selectivity. 139 
Participants were first asked to self-report demographic information, including their age, 140 
current weight and height, any history of an ED, and if they were experiencing any medical 141 
conditions impacting their eating. Participants were then asked questions exploring the role of 142 
autism in their eating, such as “Do you think that your autism affects your eating?” and 143 
“What would you like medical professionals to know about eating and autism?”. Participants 144 
with a current ED were additionally asked more targeted questions about their ED, including 145 
“How well do you feel that current understandings of your ED apply to you and your 146 
experiences?” and “How do you understanding ED recovery in the context of your autism?”. 147 
The interviewer was free to ask follow-up questions in response to topics raised by the 148 
participant. Each interview lasted between 20–45 minutes and was audio-recorded, with field 149 
notes made during each interview. No repeat interviews were carried out, and transcripts 150 
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were not returned to participants. As this sample represented all eligible individuals who gave 151 
consent to participate from the initial online study, data saturation was not discussed. 152 
Analysis 153 
The study is presented in line with Consolidated criteria for reporting qualitative studies 154 
(COREQ) guidelines [35]. Data was analysed using thematic analysis [36]. Transcripts were 155 
read and reread by authors EK and KT to ensure familiarisation. An initial set of codes were 156 
then produced by EK based on the content of the transcripts, evaluated  by KT, and applied to 157 
the data using NVivo 11 software. Coded data was then analysed to identify potential themes. 158 
These themes were then reviewed by EK and KT, evaluating how well they captured the 159 
coded data, and how far they reflected the entire data set. Responses to interview questions 160 
were highly heterogenous, reflecting the diversity of food experiences and attitudes endorsed 161 
by participants. However, within the responses, some unifying themes were identified: 162 
Autism and Eating, Impact, and Coping and Adapting. These were divided into sub-themes 163 
and are presented below.   164 
 165 
 166 
 167 
Results 168 
Participants 169 
The final sample consisted of 12 participants: 2 men, 8 women, and 2 participants who 170 
identified as non-binary. Demographic information is summarised in Table 1. Participants 171 
were a mean age of 38.50 years (SD= 13.87), with a mean body mass index (BMI) of 25.61 172 
(SD= 8.10). 2 participants did not report their exact weight and height, and instead reported 173 
their BMI category (e.g. underweight). 4 participants had a BMI defined as underweight, 2 174 
had a BMI in the normal range, 3 had a BMI defined in the overweight range, and 3 had a 175 
BMI defined as obese. 6 participants self-reported experiencing an ED in their lifetime (n= 4 176 
anorexia nervosa, AN; n= 1 bulimia nervosa; BN, n= 1 binge eating disorder; BED).  177 
 178 
Table 1: Participant demographic characteristics 179 
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Participan
t 
Gende
r 
Age 
(years
) 
BMI 
Category 
Age of 
autism 
diagnosi
s (years) 
Medical 
conditions  
Eating 
disorder 
history 
1 Male 23 Overweight 4 Excoriation 
disorder, 
trichotillomania
, anxiety 
Binge 
eating 
disorder 
(current, 3 
year 
duration) 
2 Female 46 Normal 
weight 
35  Anorexia 
nervosa 
(not 
formally 
diagnosed, 
recovered) 
3 Female 41 Normal 
weight 
37 Gluten 
intolerant 
 
4 Non-
binary 
39 Obese 38 Gastrointestinal 
problems 
 
5 Female 49 Overweight 48 Egg allergy, 
migraines 
 
6 Female 38 Obese 37 Anxiety, 
obsessive-
compulsive 
disorder, cleft 
palate 
 
7 Male 71 Obese 49   
8 Female 49 Overweight 41 Lactose 
intolerant, food 
allergies 
 
9 Female 19 Underweigh
t 
15 Anxiety, 
dysthymic 
disorder 
Bulimia 
nervosa 
(recovered
) 
10 Non-
binary 
31 Underweigh
t 
28 Bipolar 
disorder, post-
traumatic stress 
disorder, 
obsessive-
compulsive 
disorder 
Anorexia 
nervosa 
(current, 4 
year 
duration) 
11 Female 34 Underweigh
t 
28  Anorexia 
nervosa 
(current, 
24 year 
duration) 
12 Female 22 Underweigh
t 
20  Anorexia 
nervosa 
(current, 1 
8 
 
year 
duration) 
 180 
Unifying Theme: Autism and Eating 181 
While not all participants described having difficulties with eating, they did feel that autism 182 
had some kind of impact on their eating. All participants described a degree of selectivity 183 
around their eating and food choices: this included avoiding certain foods and eating from 184 
only a specific range of food or meals. Autism was also felt to impact their eating in other 185 
ways, including leading to difficulties with aspects such as cooking and eating in communal 186 
environments. A number of factors associated with participants’ autism were found to 187 
contribute towards these behaviours, which are presented below as sub-themes.  188 
Sub-theme: Medical Issues 189 
A number of participants described having medical problems which affected their eating, 190 
typically through motivating them to avoid certain foods or environments. The most common 191 
of these were food allergies, leading participants to avoid specific foods. Similarly, one 192 
participant who experienced migraines described avoiding certain foods to avoid triggering 193 
the condition. Two participants experienced gastrointestinal problems, which again led them 194 
to alter their diets by eliminating certain foods, or eating more of foods with a beneficial 195 
effect. A further two participants had difficulties with physical coordination, which led them 196 
to avoid communal eating environments due to difficulty using cutlery, or fear of social 197 
embarrassment. One participant felt that their mental health conditions and associated 198 
medication led them to eat less due to stomach discomfort, and one participant avoided 199 
communal, loud eating environments due to medical hearing problems making the experience 200 
unpleasant.  201 
Sub-theme: Sensitivity 202 
Participants described avoiding certain foods, or in one case seeking out specific foods, in 203 
order to manage their sensory input. For some, this was avoiding certain foods due to 204 
hypersensitivities to aspects like taste, texture, smell, and temperature. While some 205 
participants described this in terms of dislikes- “if the texture is off, that food can be just 206 
fantastic and I'll still loathe it” (Participant 4), for others this sensitivity was so extreme it 207 
caused pain, gagging, or a “meltdown” (Participant 9). While most participants described 208 
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aversion to specific sensory experiences, such as certain textures, one participant actively 209 
used food to increase their sensory stimulation by actively seeking out strong flavours.   210 
Hypersensitivity to certain sensory stimuli also motivated participants to avoid or alter their 211 
eating environments. A common experience was avoiding loud environments due to 212 
hypersensitivity to noise, which often led to participants avoiding communal eating areas 213 
such as restaurants or school dining halls:  214 
“I’d rather not eat in a loud restaurant or dining hall, or just anywhere where I can’t talk 215 
to people next to me or just have some peace and quiet… if I’m in an environment where 216 
there’s lots of background noise, I find it hard to filter out the background noise. And I 217 
think, because I’ve always been good at music, I’m very sensitive to variations in sound” 218 
(Participant 2).  219 
These environmental sensitivities meant that participants required a degree of control around 220 
their eating environments. Where this kind of control was not available, this sometimes led to 221 
avoiding eating in that environment completely:   222 
“I don’t like the smell sometimes that forks and knives have on them. So I will insist on 223 
clean cutlery, and if it smells peculiar I will send it back and get clean ones. And in fact 224 
sometimes mugs out of the dishwasher have that smell in them as well, and I don’t know 225 
what that smell is but it’s pungent. And so if it doesn’t smell just right I won’t eat out of it 226 
or on it” (Participant 5).  227 
Participants additionally felt that their eating behaviours were influenced by a difficulty in 228 
identifying internal sensations, or interoception- specifically, problems identifying if they 229 
were hungry or full. This was viewed by one participant as being closely related to stress 230 
levels, and was felt to contribute to under-eating- “it’s the immediate feeling of being full. 231 
You know, two bites and you’re full, that’s it. Even if you were a bit hungry, two bites and 232 
you’re done” (Participant 3).  233 
Sub-theme: Executive Functioning 234 
Difficulties with executive functioning also impacted some participants’ eating habits. 235 
Problems with aspects such as planning and memory made it difficult to acquire food, with 236 
participants describing issues with food shopping, cooking and food preparation, and 237 
ordering food. At worst, this led to not eating at all:  238 
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“Planning and doing things in the right order can be a big barrier to accessing food. 239 
for example, I don't leave my room unless I have a visual mental plan of exactly what 240 
I'm going to get, where it is, and how I'm going to get it (often with a backup plan or 241 
two so that I don't panic if my first plan is disturbed), and if I don't come up with a 242 
satisfactory plan I just don't go at all. Doing things in the right order can be difficult if 243 
anything isn't according to plan, like if I drop something or someone tries to talk to 244 
me - it's as if once I start executing a plan I enter a sort of autopilot mode, and the 245 
system gets lost if it's bumped off course. Oftentimes when that happens I quickly 246 
give up and pick something at random to get out as quickly as possible, and that can 247 
result in accidentally picking something sensory-bad” (Participant 9).  248 
Consequently, accessing food was viewed by some as requiring a large amount of mental 249 
energy and preparation. When participants were distracted or preoccupied by other things, 250 
such as stress, this limited the amount of mental energy they could devote to food and eating, 251 
again leading to not eating. This appeared to be linked to difficulties with interoception, or 252 
having the executive capacity to mentally register the sensation of hunger: “literally 253 
forgetting to eat because I just get too busy to, I don’t know, recognise the signals” 254 
(Participant 3).  255 
Sub-theme: Rigidity and Routines 256 
As well as avoiding certain foods, another key behaviour described by participants was that 257 
of eating similar foods repeatedly (described by Participant 10 as “samefooding”), or forming 258 
a specific routine around eating. This appeared to be related to the mental tendency towards 259 
rigidity and routines associated with autism: “you’re quite rigid, you’re quite kind of control 260 
orientated, you’re quite kind of perfectionist” (Participant 10).  261 
For a number of participants, food was viewed as a key aspect of life that they could control. 262 
This led to repetitive and routine-based eating habits, including a preference for familiar 263 
foods and an aversion to trying new things. However, the importance of these routines varied 264 
across participants: some described their routines as a preference which could be broken 265 
without distress, whereas others were more rigid in their behaviours. For one participant, this 266 
rigidity was in part motivated by a fixation on information and numbers. They described 267 
finding comfort in their BMI always being at the exact centre of the “healthy” spectrum, and 268 
always reading food labels: “I think I’m in control of everything simply because I’m in 269 
control of the facts, and I know exactly why I’m doing what I’m doing” (Participant 3).  270 
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Rigid thinking patterns also contributed towards eating habits, in particular categorical 271 
thinking styles creating aversions towards certain foods. Several participants described 272 
having one bad experience with a specific food- for example it causing food poisoning- and 273 
not eating that food again: “The milk was sour at school once, and I wouldn’t drink milk for a 274 
long time after” (Participant 7). For a small number of participants, this rigidity manifested as 275 
a compulsion towards meal completion, regardless of hunger. Alternatively, other 276 
participants felt their rigid thinking styles led them to restrict or avoid food. Trying to break 277 
these routines or rigid thought patterns was seen as requiring mental effort, “[It is] easier if I 278 
don’t have to think about something new to eat. If I know something is good, and that, you 279 
know, I’ll feel ok after eating it, then I’m likely to eat it again” (Participant 8).  280 
Unifying Theme: Impact 281 
Although all participants felt that autism influenced their eating to some degree, the impact 282 
they felt this had on their lives varied significantly across the sample. The majority of 283 
participants did not see their eating behaviours as a problem, but rather a part of their lives 284 
which could be managed. However, the participants who had experienced diagnosed EDs did 285 
identify the influence of autism on their eating as a significant issue. All participants 286 
interviewed in the sample felt that they were still able to get their nutritional needs from the 287 
food that they ate, or that they were able to manage any deficiencies with supplements.  288 
Sub-theme: Social 289 
Participants identified their behaviours around food as impacting how they behaved in social 290 
situations involving eating. This was particularly pronounced around communal eating 291 
spaces: firstly, an aversion to certain environments - such as the noise associated with 292 
communal spaces like restaurants- prevented or made participants reluctant to attend social 293 
events in these locations. Difficulties around eating in communal spaces was related to 294 
participants’ abilities to manage their routines and preferences around food, which was made 295 
more difficult in social situations. Eating with other people meant that they could not control 296 
or avoid experiences or behaviours that they found aversive: for example, if they found 297 
overeating distasteful they could not prevent other people overeating, leading to feelings of 298 
awkwardness or isolation: 299 
“How do people eat like that? I don’t get it. But I don’t want to eat like that so you 300 
know, I don’t feel inspired. I feel a bit repulsed actually, just sit back and observe in 301 
grotesque curiosity I suppose” (Participant 3).  302 
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  Similarly, eating with other people meant that individuals could not always control or select 303 
the food being eaten, particularly in the case of family meals eaten at home. Where the food 304 
was not palatable or was particularly sensory aversive, participants described eating 305 
separately to their family.  306 
As well as being highly aware and sensitive to the behaviours of people around them, some 307 
participants were concerned that the people around them would be similarly aware of their 308 
own behaviours. These described feeling self-conscious or embarrassed around their own 309 
eating habits or difficulties in front of others, leading them to eat alone or only with close 310 
acquaintances. For one participant, this aversion to eating in social situations was related to 311 
viewing eating food as a purely functional requirement, rather than a pleasurable experience:  312 
“When given the choice, I always prefer to eat alone rather than with people. Eating is 313 
not about "hanging out", it's about "putting food in my belly so it stops complaining". 314 
There's an element of social anxiety to that, what if I spill food on my shirt… I am 315 
self-conscious about the things I am because they're things I would be self-conscious 316 
about if someone did them around me” (Participant 4).  317 
However, the majority of other participants described still finding enjoyment in eating with 318 
other people. Participants generally described preferring, and enjoying, eating with smaller 319 
social groups in quieter settings, and so did not experience avoiding busier social 320 
environments such as restaurants as a problem.    321 
Sub-theme: Weight and Eating Disorders 322 
Only 2 participants in the sample reported having a BMI in the defined “normal” weight 323 
range: all other participants were classified as being in either the under- (n=4) or the 324 
overweight/obese (n=6) range. All participants with a BMI in the underweight range either 325 
had a current ED diagnosis, or a history of EDs. The overweight participants did not identify 326 
their weight as a problem: only one participant, who had previously been overweight but lost 327 
weight, saw being overweight as a significant problem in their life. Apart from this 328 
participant and individuals with diagnosed EDs, no other participant felt that their eating 329 
behaviours caused any physical or health problems.  330 
Both individuals in both the under- and overweight ranges exhibited similar underlying 331 
behaviours, but with different effects. For example, both groups described experiencing 332 
rigidity around their eating. For those who were underweight this rigidity appeared to 333 
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contribute towards restriction, or eating only low calorie foods, leading to weight loss. For 334 
those who were overweight, this rigidity and repetitiveness tended to be focused around high 335 
calorie foods, leading to weight gain:  336 
“I think that sometimes I find that I’ve gotten into a rut with the same thing over and 337 
over, and if its something like- something high calorie like chocolate for instance, I 338 
struggled with that. Because I started eating it at a certain time of day and then I kept 339 
doing that for a long time and I was gaining weight and I noticed that I was 340 
constipated and I had to stop that habit. But it’s very easy for me to get into a habit” 341 
(Participant 8).  342 
Similarly, both groups described rigid thinking styles that alternatively contributed to under- 343 
or overeating. For some, previous experiences had led them to develop a strong compulsion 344 
towards completing meals, eating quickly, or over-eating, which they now found difficult to 345 
break. Where participants were exposed to certain behaviours or models around eating or 346 
body image around childhood, they found these persisted into adulthood and were difficult to 347 
break:  348 
“If you’re not taught how to eat well, and you know the sort of behaviours you see as 349 
a child is emotional comfort eating, I guarantee you that’s what my mum does. Then 350 
that’s the sort of thing you’re exposed to,  you know, having a bowl of cereal sized for 351 
six people before you go to bed sort of thing, or you know, asking for a bowl of ice 352 
cream and you get the entire tub before you go to bed, just because somebody’s upset 353 
you you eat a candy bar. You know, that sort of thing, if that’s what you’ve been 354 
exposed to, which I was, then that, the sort of patterns that you assume” (Participant 355 
3).  356 
This participant further suggested that the rigid thinking styles associated with autism may 357 
make autistic people particularly vulnerable to these kind of environmental influences, 358 
especially in childhood:  359 
“We’re all so literal, and all these messages that are out there and all these skinny 360 
girls on Instagram- now it’s the bodybuilders on Instagram, you know, the fitness 361 
freaks on Instagram…  I think these things are all around us, I think we’ve got to 362 
think about them very clearly and carefully. Particularly when we’re thinking about 363 
how literal autistic people take these messages” (Participant 3).  364 
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These experiences therefore led to the formation of certain attitudes or behaviours around 365 
food which, combined with the rigidity associated with autism, proved difficult to challenge. 366 
For some individuals, this led to under- or overeating, to the degree that their body weight 367 
was classified medically as unhealthy, or the development of EDs: 368 
“Autistic people often  misuse “black and white thinking”, and I know that affects 369 
what and when I eat at home, because if I go to get a snack and my mom says it's too 370 
sugary or it's saved for something/someone else, I don't get a different snack, I just 371 
don't eat. I think that sort of thing contributed to my eating disorder at the start” 372 
(Participant 9).  373 
Across the sample, the participants who identified autism as having the biggest impact on 374 
their eating were typically those diagnosed with EDs, although the aspects of autism they felt 375 
influenced their eating (such as rigidity) were highly similar to those without EDs. Out of the 376 
12 participants interviewed, 6 reported having experienced an ED in their lifetime: 4 377 
participants had experienced AN, 1 had been treated for BN, and 1 was undergoing treatment 378 
for BED. The motivating behaviours underlying their symptoms were highly similar, and 379 
strongly overlap, with those seen with those contributing to under- and overeating, and 380 
subsequent weight loss or gain. For example, the participant with BED identified a strong 381 
compulsive element to their eating leading to overeating:  382 
“I definitely have a tendency towards completion that will cause me to finish a meal 383 
that I am not necessarily hungry to finish, and that may be one thing about it. There’s 384 
definitely a compulsive element to my eating a lot of times. I also think that, you 385 
know, there’s an impulsive element to my eating, and they both sort of come together 386 
to, you know, create binge episodes when they do occur” (Participant 1).  387 
Notably, participants with EDs did not typically describe their ED symptoms in terms of 388 
emotions, or as strongly influenced by body image. Rather, they strongly related their EDs to 389 
the impact of autism, including the role of thinking styles, or viewed it in a functional 390 
manner- for example, fulfilling their need for control. The participant with BED explicitly 391 
stated that they did not experience the negative emotions around food traditionally associated 392 
with binging: rather than binging to cope with negative emotions, they instead found their 393 
binging was impulsive and triggered by having access to food (Participant 1).  394 
 395 
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Unifying Theme: Coping and Adapting 396 
The majority of participants described having difficulties with eating during their childhood. 397 
As they got older, they felt that they, and the people around them, had consciously worked to 398 
manage the influence of autism on their eating to the extent it no longer represented a 399 
problem: although all participants felt autism still impacted their eating, they were able to 400 
manage and adapt around this impact. Consequently, most participants did not perceive the 401 
influence of autism on eating as difficult or problematic.  402 
Sub-theme: Progression from Childhood 403 
Participants generally described becoming more flexible around food as they became older, 404 
with one participant suggesting that their eating became more adventurous with “maturity and 405 
self-reflection” (Participant 1). Whilst some participants viewed this as happening gradually, 406 
without necessarily requiring conscious effort, others described this as an active process:  407 
“For a long time I would eat only foods I recognized. I worked pretty hard to 408 
overcome that… and I have learned to like the experience of trying a new thing, even 409 
if it may not be what I know… they've improved because I worked at them” 410 
(Participant 4).  411 
Specific changes included making an effort to try new foods, and therefore gradually 412 
reducing the associated anxiety associated with unfamiliar foods. Some participants felt that 413 
their eating improved from childhood due to support from their family in this process: one 414 
participant described how their parents used routines to help introduce new foods in a 415 
boundaried, safe way:  416 
“I was raised with a rule that if we ate out at a buffet I had to pick one food I'd never tried 417 
before, before I was allowed to eat whatever else I wanted; and if we ate at home, I had to 418 
eat everything that was given to me (I literally spent hours sitting with my dinner, 419 
especially if it was squash or asparagus) but I was allowed to ask for a "no-thank-you 420 
portion," which is smaller. So I feel like that habit helped me diversify my tastes and it 421 
definitely gave me courage to try new things” (Participant 9).  422 
By contrast, one participant felt that taking control of their own eating, separate to the habits 423 
they had been raised with as part of their family, was key to improving their eating habits and 424 
their attitude towards food. For this participant, self-education as an adult around diet and 425 
nutrition was key to this process:  426 
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“I think not knowing that my body weight was actually linked to how much I put 427 
down my neck- no one ever told me that the two were linked together- was just a big 428 
issue as well. So I think this has been a lifelong thing for me. Never knowing that the 429 
two were related, never knowing it was something that I had at least some degree of 430 
control, responsibility for. As a responsible adult. I think once I discovered that about 431 
five or six years ago and once I discovered that it was something that I could change 432 
and I did have some power over, then that was empowering in itself and that’s when I 433 
started to take some control over it” (Participant 3).  434 
Sub-theme: Coping as an Adult 435 
Participants commonly described one of the key ways they coped with the influence of 436 
autism on their eating as an adult as simply avoiding problem areas, and finding ways to cope 437 
around any potential difficulties. For example, one participant who ate a vegan diet due to 438 
their self-identified special interest in the environment and animals was careful to take food 439 
supplements and eat a balanced diet to ensure they received the necessary nutrition. 440 
Similarly, individuals who struggled to eat in restaurants would avoid these kind of locations, 441 
and where unavoidable would find ways to ameliorate this difficulty: for example, by asking 442 
their partner to order their food for them.  443 
One key area of difficulty which participants described finding ways to adapt around was that 444 
of cooking. Cooking was commonly described as a difficult task, either due to executive 445 
functioning difficulties or due to sensory aversion to touching or preparing certain foods. 446 
Some participants described managing this by predominantly eating in preferred restaurants 447 
(where restaurants were not an environmental aversion), or by eating pre-prepared meals. 448 
Others used only familiar recipes which represented less of an executive functioning burden. 449 
Individuals with families described difficulties cooking as they sometimes were unable to eat 450 
the same meal as the rest of their family. One participant managed this by cooking all meals 451 
at the weekend, enabling them and their family to individually choose from a selection of 452 
meals during the week. Significantly, in the case of cooking and meal planning for the week, 453 
participants described using their tendency towards routine-based behaviour as a strength: 454 
they found that planning meals ahead of time helped both with cooking and eating, “making 455 
meal plans helps, I think, because I then kind of have to - I don’t get into a panic about “oh, 456 
what should I eat”. I’ve kind of got it all sorted out before” (Participant 11).  457 
Sub-theme: Support from Others 458 
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Participants also described support from family and friends as vital in managing their eating. 459 
This included having food prepared for them in a specific way, being encouraged to try new 460 
things, and being reminded to eat. Crucially, support was seen as most helpful where it 461 
respected their boundaries:  462 
“They also know about my "nope" reflex. Some things just make me go "nope" and 463 
they don't chase me with them or ask me to try them anyway… We all abide by these 464 
boundaries and it helps tremendously” (Participant 3).  465 
Sub-theme: Medical Professionals 466 
The only participants who had ever discussed their eating with a medical professional were 467 
those who had sought treatment for EDs. Of those who sought treatment, they found the 468 
experience most beneficial when the impact of their autism on their eating was 469 
acknowledged, considered and respected: “My experiences, be they atypical, are still 470 
perceived as valid” (Participant 1). However, participants felt that this required a knowledge 471 
of autism and its potential influence on eating that medical professionals may not have:  472 
“I think it would be helpful if more professionals were aware of the sensory 473 
differences and the frequently-comorbid gastrointestinal issues that can make eating 474 
difficult for people with autism, as well as the samefooding phenomenon and other 475 
routines. Also, in general, they need to understand that meltdowns and sensory 476 
overload aren't tantrums or bad behaviour and can't be helped by treating them as such 477 
- especially with food, it's not as simple as being picky, it can range from unpleasant 478 
to uncomfortable to painful” (Participant 9).  479 
Participants both with and without EDs strongly felt that medical professionals needed to 480 
view the influence of autism on their eating as intrinsic, rather than as a choice. They also 481 
emphasised that their eating should not be unnecessarily pathologized or seen as an illness:  482 
“I think that would be the biggest thing I would want medical professionals to know, 483 
not necessarily for myself but for my youngest daughter. To know that there is a 484 
category of people who have these eating issues and they don’t actually have anything 485 
to do with the shape of their body. And to tell them that they need to change is wrong. 486 
It’s ethically wrong and it’s going to ethically fail, it’s going to cause these people 487 
more damage. It’s not the best way to go about things” (Participant 3).  488 
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Where the individual was experiencing eating problems, participants felt that the best way to 489 
approach this would be using flexibility, and having knowledge of the difficulties commonly 490 
associated with autism and eating, whilst retaining awareness that different people will have 491 
different experiences.  492 
 493 
Discussion 494 
To date, the majority of research on eating on the autism spectrum has focused on children 495 
[1]. The experiences of participants in this study generally suggest that their eating 496 
behaviours improved from childhood into adulthood, resonating with previous research 497 
suggesting improvements throughout childhood [6]. Participants indicated they now ate a 498 
broader range of foods, and experienced less distress around eating, to the extent that they did 499 
not feel that their eating behaviours were problematic or represented a particular difficulty. 500 
However, the influence of autism on eating was felt to persist into adulthood: contributing 501 
factors documented in this study included sensory sensitivity [27, 28], persisting routine-502 
based behaviours, and aversion to new foods. The key difference between childhood 503 
difficulties and adulthood differences suggested by this study was that participants had 504 
actively worked to cope with these core traits, either by deliberately challenging themselves 505 
(e.g. to try new foods), or through adaptation (e.g. avoiding sensory-aversive foods). This 506 
reflects research that the adaptive skills of autistic people improve into adulthood, 507 
particularly in the domain of daily living [37].  508 
However, adulthood did appear to raise new, life-stage specific difficulties surrounding 509 
eating. As participants in this study moved out of the childhood family environment and 510 
became more independent, this raised new problems- most notably, with cooking. Executive 511 
functioning difficulties are common in autism, and this study suggests that this may make 512 
cooking a difficult, off-putting task for some autistic people [32]. Ways of coping described 513 
in this study included using meal plans, becoming familiar and confident with specific 514 
recipes, using pre-prepared meals, and asking family to prepare food. The findings of this 515 
study suggest that some autistic adults may benefit from practical support with cooking- 516 
although there is a lack of research in this area, there is a suggestion that cooking skills may 517 
improve with structured instructions and information [38, 39]. A related issue raised by this 518 
study is that outside the structured environment of family mealtimes, some participants 519 
reported forgetting to eat. This was also linked to difficulties with interoception- specifically, 520 
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detecting hunger or satiety, which is an area which is known to be atypical in autism [40]. 521 
Again, autistic people who experience these difficulties may benefit from structured meal 522 
plans to avoid reliance on hunger and satiety cues.  523 
A strong finding from this study was that participants felt that their eating behaviours should 524 
not be unnecessarily pathologized: whilst they viewed autism as impacting their eating, 525 
participants had generally found ways to cope with this impact. For the majority of 526 
participants in this study, they viewed their eating habits as different, not problematic, and 527 
wanted medical professionals to sensitively acknowledge this difference rather than 528 
unnecessarily challenging their behaviours. Interventions or outside assistance was seen as 529 
most helpful where it helped participants adapt around their behaviours, or gradually explore 530 
them in a boundaried way, rather than aiming for fundamental change. However, in this 531 
wider context, half of participants had experienced problematic eating in the form of EDs. 532 
That participants in this study viewed their autism as contributing to their EDs resonates with 533 
previous research. There is a well-documented relationship between autism and AN: 534 
individuals with AN are more likely to be on the autistic spectrum compared to the general 535 
population [34, 41]. That this study suggests that autism may influence eating behaviours, 536 
and contribute to restriction, is in line with research on co-occurring autism and AN: a recent 537 
study interviewing autistic people with AN found that they strongly viewed autism as 538 
contributing to the disordered eating behaviours through the associated cognitive rigidity, 539 
sensory sensitivity, and executive functioning[42]. However, there is less research on autism 540 
and other EDs, particularly BED. That autism was perceived by participants in this study to 541 
be related to overeating suggests that there is a potential need for more research on autism 542 
and its relation to disordered eating behaviours beyond restriction.  543 
The need to explore the relationship between autism and eating behaviours beyond restriction 544 
is emphasised by the finding that the majority of participants in this sample had a BMI 545 
defined in the overweight range. There was a divergence in this study between the perception 546 
of the majority of autistic participants, who viewed their eating behaviours as having no 547 
significant negative effects on their health, and the fact that the majority of these participants 548 
also had a weight defined in an unhealthy range. Weight problems are not unique to autistic 549 
people: the World Health Organisation (WHO) estimates that 39% of adults are overweight, 550 
and 13% are obese [43]. However, research does suggest that both adults and children on the 551 
autism spectrum may be at higher risk of being overweight, with one study finding that as 552 
many as 34% of autistic adults may have weights in the obese range [33]. This suggests that 553 
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autism may be linked to eating behaviours that lead to excessive energy intake [22, 44, 45]. 554 
The results of the present study suggest that the cognitive rigidity and routine-based 555 
behaviours associated with autism could contribute towards these eating behaviours: for 556 
example a compulsion towards completing meals, restricting one’s diet to high calorie foods 557 
only, or having routines around repeatedly eating high calorie foods. Furthermore, atypical 558 
interoception could also add to these behaviours by making it difficult to identify satiety, 559 
leading to overeating [40].  560 
However, the issues raised in this present study may indicate that traditional medical 561 
approaches to managing weight, typically aimed at neurotypical people, may not be as 562 
effective for autistic people. Participants in this study commonly viewed the aspects of autism 563 
that contributed towards their eating behaviours, such as sensory sensitivity, as intrinsic and 564 
unchangeable. These aspects may hinder traditional weight loss approaches: for example, 565 
attempts to limit caloric intake may be limited if the individual’s diet is restricted to high 566 
calorie foods. Research into weight management programmes for children and youths on the 567 
autistic spectrum suggest that successful interventions involve individualisation, including 568 
tailoring of any dietary or behavioural recommendations to consider aspects such as sensory 569 
sensitivity [46]. However, further research is required for the adult population and in 570 
consultation with adults.  571 
Limitations 572 
This was a qualitative study intended to explore eating behaviours with autistic adults. 573 
Consequently, this study used a small sample size, and further research is required to 574 
establish whether these findings are generalisable to the wider autistic population. It is 575 
possible the recruitment approach- advertising the initial online study as exploring 576 
problematic eating in autism- may have led to a self-selecting sample already interested in 577 
autism and its potential contribution to eating problems. The final study sample also had a 578 
majority of female participants, whereas autism is a condition which predominantly affects 579 
men by a ratio of around 3:1 [47].  This could additionally limit generalisability to the wider 580 
autistic population. Furthermore, participant characteristics- including weight, autism 581 
diagnosis, and ED diagnosis, were all self-reported.  582 
Notably, all participants interviewed in this study were able to verbally communicate, and the 583 
eating behaviours and difficulties raised by this population may be qualitatively different to 584 
other autistic populations, such as those with intellectual disabilities. For example, no 585 
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participants in this sample reported pica (the compulsive and repetitive consumption of 586 
inedible or non-nutritive items), despite pica being observed in autistic individuals with 587 
intellectual disabilities [487]. A further limitation of this study was that, whilst focusing on 588 
eating behaviours, it did not explore the closely related issue of exercise and physical activity. 589 
Whilst the findings of this study give insight in the potential eating behaviours that may 590 
contribute towards excessive energy intake in autistic populations, research suggests that this 591 
may be exacerbated by autistic people being less physically active [498]. Further research 592 
into the heightened risk of being overweight in autistic people should explore exercise as a 593 
potential factor, as well as the eating behaviours raised in this current study.  594 
Future research and clinical recommendations 595 
Whilst the majority of participants in this study viewed the impact of their autism on their 596 
eating as a difference, some participants did feel that traits associated with their autism 597 
contributed towards difficulties with eating, including the development of EDs. That autistic 598 
adults may experience difficulties with their eating related to their autism is a topic currently 599 
under-explored in the research literature, and requires further attention. The majority of 600 
studies in this small research area have focused on the relationship between autism and 601 
restrictive eating in AN [34]; whereas the findings of this study suggest that traits associated 602 
with autism (e.g. cognitive rigidity and repetitive behaviour) can also contribute to over-603 
eating and weight gain.  604 
In particular, there is a need for further research on the implications of these findings for 605 
clinical practice. Where autistic adult presents to medical services with eating difficulties or 606 
problems with weight management, the experiences of participants in this study strongly 607 
suggest that clinicians need to explore the potential role of autism in these issues. This could 608 
include sensory sensitivity, routinic behaviour, or difficulties with executive functioning. At 609 
present, there is one self-report questionnaire aimed at assessing these kind of eating and 610 
mealtime difficulties in autistic adults: the SWedish Eating Assessment for Autism spectrum 611 
disorders (SWEAA) [31]. The SWEAA yields information on a number of areas, including 612 
interoceptive problems, difficulties with social eating, issues with physical coordination, and 613 
disordered eating behaviours. More research is required to understand how this kind of 614 
information could be incorporated into specialised dietary interventions for this population. 615 
Alternatively, a key finding from this current study was that some autistic adults experience 616 
issues like sensory sensitivity or routinic behaviour as a difference, rather than a difficulty. 617 
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Therefore, although clinicians may identify the presence of these kind of behaviours, they 618 
will likely need to explore with the autistic individual to what extent these represent 619 
difficulties that require treatment, or whether the behaviour should be accepted by the 620 
clinician as a difference which the person is content to live with.  621 
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